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VAST literature has accumulated on the subject of shock 
therapy, which has been studied in all the civilized 
countries of the world. This literature has been reviewed 
several times by able writers, but it still piles up well in 
advance of any possibility of dealing with it adequately. 
There are a great many foci of special interest from 
the viewpoints of the various scientific and clinical dis- 
ciplines. To mention a few examples, the internist, the 
physiologist, and the pathologist are interested in study- 
ing the bodily organs—including the brain, the partic- 
ular realm of the neuropathologist—during and after the 
therapeutic procedure; the neurologist and the neuro- 
physiologist find their special problems in the behavior 
of the nervous system under this type of bombard- 
ment; the biochemist sees many opportunities to investigate 
what is taking place in the metabolic processes; the physicist 
is interested in questions of techniques, particularly those 
involved in electrophysics; and the psychiatrist and the psy- 
chologist, within whose own territory the whole business is 
going on, must assume the task of evaluating all results in 
terms of mental behavior. 
Although a lot of work has been done, the various reports 
are difficult of evaluation, as there is no uniformity in the 
diagnoses of mental conditions, which in themselves are often 


* Presented at the Thirty-sixth Annual Meeting of The National Committee 
for Mental Hygiene, New York City, November 2, 1945. 
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not clearly differentiated syndromes. The course and out- 
come of any patient’s case are unpredictable with or without 
special treatment, and usually controls that are scientifically 
satisfactory have not been utilized. 

I shall not dwell on the details of techniques, as these are 
either well known to you or can be obtained easily from the 
numerous accounts in the literature that emphasize this 
feature. At present there are three principal procedures for 
shock therapy: the insulin hypoglycemic or coma method, 
introduced by Sakel in 1928; the metrazol-convulsion method 
advocated by Meduna in 1934; and the electroshock-convul- 
sion method proposed by Cerletti and Bini in 1938, Various 
combinations of these methods are also used, and among the 
other drugs that have been tried out by research groups are 
nitrous oxide, ammonium chloride, triazol, picrotoxin, and 
sodium amytal. The electroshock method is rapidly becoming 
the one of choice because it is the least complicated to carry 
out,-most patients are amnesic for the treatment, and the 
anxiety experienced in connection with it is less in evidence. 

Will shock treatment finally go the way of many, if not 
most, other cures that have had their period of popularity 
and enthusiastic support only to be discarded as not worth 
pursuing further? The search for efficient therapeutic pro- 
cedures to use against the ravages of mental disorders is as 
old as the history of medicine. Mental disorders are classed 
with cancer, epilepsy, and other constitutional disorders so 
far as concerns obscure etiology and resistance to specific 
therapeutic measures, and the pathway of psychiatry is 
strewn with discarded remedies and procedures that once 
offered some hope of effectiveness. The history of most of 
these methods has been initiation of the therapy, followed by 
a burst of enthusiasm, which is succeeded by a period of 
pessimistic reports and disappointments, and finally by a 
loss of all interest in the matter. The impetus of Sakel’s 
reports on his insulin method in 1933 started one of these 
new forces in psychiatric practice and research. It remains 
to be seen whether its history will follow that of these other 
methods. 

Is this treatment a specific? Does this radical approach 
offer any lasting benefit? These questions are bound to recur 
in the minds of those physicians and relatives who see 
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patients go from one hospital or sanatorium to another, 
receiving different kinds and degrees of shock therapy with- 
out any very tangible lasting results. Are these patients 
exceptions, or are relapses always to be expected? 

As fervor and hope have increased, shock methods suc- 
cessful in a certain number of schizophrenic and manic- 
depressive cases have been applied to psychoneuroses, psy- 
chopathic-personality states, many types of organic brain and 
somatic cases, and even to some selected morons treated in 
the absence of adequate mental histories and diagnostic 
knowledge. 

What is the common denominator in the action of these 
shock therapies? The only obvious clinical one is the reduc- 
tion of the patient to an unconscious state. What actually 
happens here in terms of general physiology, brain metabol- 
ism, and psychology has not been demonstrated adequately, 
although a number of theories have evolved. The cerebral 
anoxemia produced and the effect of these drugs on the 
vegetative nervous system have served as the basis of some 
of the theories. On the psychological side, some psychiatrists 
believe that the patient is frightened into a fight for existence 
—that is, that the fear of death is quickened and that the 
patient returns to reality in the process of saving his life. 
Others see in the reaction the destruction of certain patholog- 
ical elements in the ego; still others consider it to be a psy- 
chological death, an intrauterine regression, and a rebirth 
phenomenon; and finally some lay great stress upon the 
release of inner tension and the transformations that occur 
in the resolving of the period of amnesia. 

Is the treatment being applied improperly, inadequately, 
or dangerously by many hospital staffs and private practi- 
tioners? Although it is probable that the main lines of the 
standard—or, rather, recommended—procedures are followed 
almost everywhere, the types of patient selected, the number 
of individual treatments, the precautions taken, and many 
details considered important to some workers vary a great 
deal. Because of the occasional appearance of untoward 
reactions requiring emergency measures, many experienced 
workers advise against treating patients outside the hospital 
setting. Those who do so must assume the risks. 

It is doubtful if the treatment can be carried out thoroughly 
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by any physician who has no faith in it and who is not really 
in favor of it. Faith and confidence in a therapeutic measure 
certainly do not insure its success, but when they are absent, 
the operator easily gets tangled up in his own vegetative nerv- 
ous system, gives up easily, and may not follow through in 
the right way. 

Does it aid the patient to understand his personal problems, 
and does it help the psychiatrist to understand the patient, 
his disorder, his problems, or his constitutional equipment? 
When the shock therapies are carried out as more or less 
isolated procedures, it is evident that they can contribute 
little to the basic understanding of the patient’s conflicts and 
constitution. If, however, they are used to prepare the way 
for more intensive personality and physiological studies, 
their aid in this respect may be advantageous. 

Does shock therapy tend to discourage organized benefi- 
cial psychotherapy in general and to encourage neglect of 
such therapy in the case of individual patients in par- 
ticular? Most of the reports fail to state whether any thera- 
peutic adjuncts were used along with or after the shock 
therapy. Some workers make no special effort to use such 
adjuncts ; others believe it unnecessary or even unwise; while 
still others—and perhaps they are now in the majority— 
believe that the chief service of shock therapy is that it 
renders the patient more accessible to other kinds of treat- 
ment, particularly to psychotherapy. 

Which type of shock therapy is the most efficient, and 
under what circumstances and for what disorders is a special 
therapy selected? Is electric shock the most efficient in cer- 
tain disorders, or is its growing popularity and preference 
based on its relative simplicity of application, its after-care 
advantages, and its inexpensive features as compared to 
insulin, for example? \ Because of the discrepancies in opin- 
ions and statistical reports, shock therapy is still on trial. 
Some psychiatrists take this stand, while others maintain 
that its value is already proven. These points of view rep- 
resent different ways of interpreting evidence and reacting 
to expectations. 

As to discrepancies in the reports of results, one would 
like to know on what basis a choice of patients for treatment 
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was made. Were they chosen at random? In the order of 
their admission to the hospital? Because of certain char- 
acteristics of their psychosis? With an eye to a favorable 
prognosis? Because they had been sick only a short time, or 
because they had been sick a long time and every other form 
of therapy had failed? Moreover, miscellaneous terms used 
to report the results from different hospitals and workers 
make it practically impossible to compare the findings. 

In evaluating the successful cases, the argument that there 
is no positive knowledge of what would have happened in 
the way of improvement or recovery in the event that shock 
therapy had not been tried is not impressive, as the same 
may be said of all therapeutic efforts, other than some emer- 
gency measures, in the whole realm of internal medicine 
and surgery. 

What is included under the label ‘‘schizophrenia’’ is a 
group of disorders so extensive that the term has no precise 
meaning. However, if one may generalize from impressions 
gathered from all reports, it can be said that the first year 
is the most favorable period for treating schizophrenia. The 
recovery figures drop rapidly after the first year, even as 
much as 50 per cent. Also, about one-half of all relapses 
occur during the first year after treatment.’ 

Patients in the depressed phases of manic-depressive psy- 
choses can be treated successfully by electroshock in the 
majority of cases; most reports state a recovery rate of 
from 80 to 90 per cent. In acute manic syndromes, the 
results are said to be about as good. However, the eight or 
ten treatments that are usually sufficient for the depressions 
are not enough for sustained improvement in manics. Twenty 
or more convulsions, or more frequent convulsions, are neces- 
sary: Reaction types of elation and depression with estab- 
lished cycles are the most difficult ones to influence. In the 
average case of depression, it is possible to shorten the period 
and thus save a lot of suffering and also time for those 
patients who have to make their own living. In the involu- 
tionals the results are particularly favorable unless there is a 
paranoid trend, in which case insulin sometimes works better. 

Any possible usefulness of electroshock therapy—or any 
other shock therapy, for that matter—in treating the psy- 
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choneuroses remains to be established. As a research project, 
fifty psychoneurotics were treated at the New York State 
Psychiatric Institute and Hospital. Favorable responses 
were too rare to justify a recommendation for the procedure 
except in the psychoneurotic depressions. In some instances 
of severe resistant obsessive-compulsive neurosis of long 
standing, an attempt may be justified. Obsessive thoughts 
and compulsions may disappear or become less troublesome 
during the confusional state following the treatments, but 
they usually return. 

Insulin given in sub-coma doses (20 to 120 units) has been 
found to be of considerable value in promoting the rehabilita- 
tion of soldiers who were unable to regain lost weight and 
who had developed acute panic reactions or the more chronic 
states of anxiety... The improvement in physical condition 
and a better psychotherapeutic relationship with the therapist 
were concurrent. In many instances it seemed that this rein- 
forcement in bodily health aided the soldier in adjusting his 
own problem and in getting back to duty. 

Does the danger of damage to the body structures, and to 
the brain in particular, outweigh any benefits that may be 
obtained by any of these treatments? Occasionally death 
results from the treatment, and the question of the nature of 
any brain damage or other bodily changes in survivors is 
still mooted. 

Although several reports on neuropathological changes in 
the nervous system of experimental animals and of human 
subjects who died during or after the shock therapies have 
appeared in the literature, any evidence of this character 
gained from postmortem material must be sharply scruti- 
nized in the light of the following facts: the brains and other 
tissues from animals that have been subjected to acute exper- 
iments—that is, experiments in which the animal has been 
heavily dosed with drugs or electricity—naturally exhibit 
lesions, but when produced under these conditions, they can 
have little bearing on the clinical treatment situation. The 
brains from animals treated with doses comparable to those 
used clinically are usually checked against brains from 


1See ‘‘Insulin for Rehabilitation,’ by Lieutenant Colonel Henry M. Fox. 
Bulletin of the U. 8. Army Medical Department, Vol. 4, pp. 447-52, October, 1945. 
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similar, but untreated, laboratory animals used as controls. 
Much of this control material is difficult to evaluate as many 
animals classed as normal have suffered from infections, par- 
ticularly respiratory and virus infections, that are prone to 
leave residuals, if not active lesions, in the brain tissue. 
Therefore, when the experimental lesions are not too striking, 
there may be no very significant contrasts between the orig- 
inals and the controls. 

At the New York State Psychiatric Institute, a neuropatho- 
logical study of twelve macaca rhesus monkeys subjected 
to electrically induced seizures under typical treatment con- 
ditions failed to disclose any significant changes in the central 
nervous system. 

As for human material, speaking neuropathologically, 
normal brains are rare and are practically never found in 
bodies dead from any of the usual bodily diseases. There- 
fore, we may be on very uncertain ground when attempting 
to evaluate the effects of insulin, metrazol, and electricity, as 
any lesions found in the brain may not be due to any direct 
effect of these agents, but to the toxic effects of lethal pro- 
cesses initiated by them elsewhere in the body, or to disturbed 
physiology prior to death. 

The complications of a physical nature that may follow 
shock therapy are cardiac failure, circulatory collapse, cere- 
bral vascular accidents, pneumonia, activation of quiescent 
tuberculosis, lung abscess, various fractures and dislocations, 
lame back, and memory defects. Respiratory arrest some- 
times happens during convulsive therapy. In the minds of 
most workers, these complications do not occur with suffi- 
cient frequency to warrant discard of the methods, particu- 
larly when the contraindications are carefully observed. The 
contraindications usually emphasized are tuberculosis, malig- 
nancy, advanced arteriosclerosis, history of coronary disease, 
and severe organic brain disease. Naturally the physical 
condition of the patient has to be carefully considered. How- 
ever, some myocardial damage and an arterial hypertension 
in patients with agitated depression are not always contrain- 
dications to convulsive therapy. Some of these patients 
emerge improved physically, and some of them treated in the 
senile period have recovered from an active depression. 
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.CONCLUSIONS 


1. The shock therapies are still under clinical trial and 
evaluation in public and private hospitals for mental 
disorders. 


2. The extremes of enthusiasm and of skepticism over the 
effects of this treatment have abated to some extent, and it is 
time that they were replaced by a sober scientific attitude, 
characterized by more attempts to discover what it is all 
about. A more scientific reporting of results is needed 
before any sound prediction can be made in either qualita- 
tive or quantitative terms. 


3. When all of the present available evidence as to the 
mode of action and the results of shock therapy is analyzed 
in an unprejudiced way, one is justified in using it on care- 
fully selected patients, awaiting the further contributions 
required te assign it a final place in mental medicine. 


4. Insulin-shock therapy has not fulfilled the initial expecta- 
tions. Its use has become more and more curtailed, due in 
part to war conditions, with the resulting shortages in phy- 
siclans and nurses, while use of the more easily applied 
electroshock therapy has increased notably during this period. 
Metrazol as a convulsive drug also has suffered a decline in 
popularity in favor of electroshock. 

5. Results with insulin therapy seem to justify its con- 
tinued use in the various forms of schizophrenia. 

6. Sub-coma doses of insulin are successful as a method of 
sedation to control anxiety, to improve physical health, and 
to permit a better psychotherapeutic approach. 

7. Of the convulsive therapies, electric shock is preferable 
in many respects: 


a. Its basic value in schizophrenia is controversial, but 
it does aid in controlling acute excitement in the aggres- 
sive, destructive patient. Schizophrenic patients with 
affective components respond better than the others. 

b. In the affective disorders electric shock is unques- 
tionably valuable, in depressions and to a lesser degree 
in manic elations. It does not prevent recurrences. 

c. In the involutional states, electric shock is said by 
some authorities to be effective in 90 per cent of the cases. 
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d. Pre-senile depressions and depressions with obses- 
sive trends respond favorably. 

e. As far as the neuroses are concerned, the obsessive- 
compulsive types do not respond well as a rule. In the 
writer’s opinion, shock therapy is not indicated in the 
psychoneuroses. 

. Special problems for investigation are: 

a. The exact nature of certain visceral complications, 
such as acute pulmonary and circulatory disorders. 

b. Additional studies on cardiovascular responses and 
hypertensive disease, despite the favorable immediate 
results reported. 

c. The reasons for the many relapses. 

d. Extensive studies on cerebral physiology and neuro- 
chemistry, which might reveal eventually something of 
the mechanisms involved. 

e. The réle actually played by supplemental psycho- 
therapy in the establishment and maintenance of mental 
equilibrium. As yet the psychological factors have not 
been evaluated adequately. 

f. Further study of the gain in insight as an index of 
recovery, and this despite the fact that it is one of the 
old problems in various psychiatric settings. 

¢. For future work that will have some sound scientific 
significance and round out our knowledge of the shock 
therapies, I would suggest that treated patients, with 
the results obtained, be classified according to (1) the 
type of onset of the disorder, (2) its duration, (3) the 
hereditary and familial load, (4) the characterologic and 
temperament features, (5) the body type, (6) the previ- 
ous treatments received, and (7) the accurately recorded 
neurological and psychopathological reactions during the 
treatment itself, and the psychological characteristics in 
evidence during the remissions, checked by a long period 
of follow-up work. It is obvious that the failures deserve 
as much intensive study as the successes, both for prac- 
tical and for scientific purposes. 
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W*8 found psychiatry and its allied sciences totally 

unprepared for the task assigned them. But it forced 
us to recognize our unpreparedness. In the years ahead, the 
task will grow, not dwindle. Rehabilitation needs are acute 
and are likely to become increasingly so. Peace-time apathy 
must not lull us into neglect of the problem. Nor must our 
attention stray from the civilian disabled who have gone and 
who will continue to go untreated because of the dearth of 
trained personnel. 

Approximately half a million men have been discharged 
from the armed forces with major or minor psychiatric dis- 
abilities. While it is unlikely that the majority of them will 
seek help, still if, as it has been shown, only 21 per cent do 
so, these 100,000, who want and seek treatment, will swamp 
our available facilities. Another one and three-fourths mil- 
lion failed to meet the personality or mental-health standards 
of service in the armed forces, and these constitute an old, 
though only newly accented problem. 

The women’s branches of the armed forces will supply a 
comparable percentage of individuals who need help. Fami- 
lies, youths, and children who have been caught in war-time 
disruption constitute an additional crisis. Peace-time needs 
for psychiatric care have been chronically neglected. State 
hospitals are crowded beyond capacity. The bulk of patients 
who go to general practitioners primarily need psychiatric 


attention. Can American medicine supply help to all these 
individuals ? 


* Presented at the Thirty-sixth Annual Meeting of The National Committee 
for Mental Hygiene, New York City, November 2, 1945. The author wishes to 
acknowledge his indebtedness to Dr. Lawrence Kubie, particularly, for assistance 


in the preparation of this material, and to the members of the Hershey Con- 
ference for the direction of his own thinking. 
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The answer is ‘‘no’’ under present circumstances; ‘‘yes’’ 
if we plan wisely. Why have we not done the job? Why 
can’t we do the job now? Because there are only 3,500 
psychiatrists in this country. Many of these are inadequately 
trained and are not competent to treat the ambulatory psycho- 
neurotic patient. These psychiatrists were sometimes more 
of a handicap than a help to our armed services. Finally, in 
desperation, the services undertook the training of young 
medical doctors in brief orientation courses. In all, the 
armed services had approximately 3,000 ‘‘psychiatrists’’: in 
the army, 1,700; in the navy, approximately 500; in the air 
force, approximately 210; in the Veterans Administration 
475; in the Public Health Service, 15. Out of this total of 
3,000, not over one-third can be considered as competently 
trained psychiatrists. The armed forces had to train two 
psychiatrists for every one they had. 

It has been estimated that to meet the total mental-health 
needs of America, 10,000 additional psychiatrists, and a 
similar number of social workers and psychologists, must be 
obtained. To meet the needs even of those veterans who will 
seek treatment, an additional 3,000 psychiatrists will be neces- 
sary. At present the job cannot be done! Good intentions 
will not effect it. It will be done only when we make and put 
into effect plans for a vastly increased program of psychia- 
tric education. 

We were caught short because to a considerable degree 
psychiatric education in the past had failed. The focus was 
wrong; the methods were faulty. The psychiatrist has too 
long been isolated from the stream of general medicine. He 
has worked in hospitals remote from general hospitals. He 
has been unable to share his specific knowledge and tech- 
niques and has too often clouded his work in uncomprehen- 
sible language. He has made little appeal to medical stu- 
dents, having neither the zeal, the persuasiveness, nor the 
gift of inspiring language. He has entirely failed to prepare 
general practitioners for their role in the management of 
psychoneurotic and psychosomatic conditions, the group that 
constitutes 50 per cent of his practice. 

Psychiatric training has too often been haphazard, poorly 
organized; it has focused too much on inpatient training in 
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the management of psychotic conditions. Training in the 
management of the ambulatory patient has only recently been 
given adequate attention. Our state hospitals—which could 
be magnificent centers of teaching, with their wealth of case 
material—have done little to develop out-patient services or 
to stimulate teaching programs, have been too remote from 
university hospitals, have failed to encourage the research 
atmosphere in which teaching flourishes, and have too long 
maintained an atmosphere of stagnation for their staff mem- 
bers, who rarely get a chance to rotate from one center to 
another, or to undertake any postgraduate training. Vet- 
erans Administration hospitals have been equally barren. 

The main task has been left to the university centers, and 
these are seriously limited in the number of trainees they can 
accept and are not likely to be able to make material increases 
in their training opportunities. In all, there are only 632 
residencies for training in 105 centers in this country that are 
approved jointly by the American Medical Association and 
the American Board of Neurology and Psychiatry, and of 
these less than 300 become available each year.' 

Where, then, is the additional training to be carried on? 
With present resources we can never hope to train the neces- 
sary number of individuals or even begin to meet the requests 
for training of men now in the armed services and that grow- 
ing number of physicians at present being discharged from 
service who are currently seeking training appointments. 
Such potential trainees will be increasingly available. Eighty 
per cent of one group of army medical officers assigned for 
brief psychiatric orientation at Columbia Medical College 
indicated their desire for psychiatric training after discharge. 
Of another group at Bellevue Hospital, 25 per cent have 
already applied for psychiatric residencies. There simply 
are not enough training residencies available. 

It is obvious, therefore, that new plans must be formulated 
and that these plans must be based upon new conceptions 
of training. The need is for a new orientation to teaching, 
directed toward understanding and treatment of the psycho- 
neurotic, psychosomatic, and non-psychotic disorders—i.e., 


1See Journal of the American Medical Association, Vol. 129, September 29, 
1945. pp. 396-97. 
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ambulatory therapy based upon sound principles of psycho- 
dynamic understanding. Such training need not be limited 
to psychiatric hospitals. The need is equally for a recruit- 
ment of able teachers from hospitals and private practice. 
All able teachers, whether they are fortunate enough to have 
a university appointment or not, will have to be recruited. 
The need also emphasizes the importance of out-patient 
facilities for training purposes, as well as the utilization of 
general hospitals and pediatric, medical, and surgical serv- 
ices. Fellowships in medical services for joint psychiatric- 
medical training are already in operation—e., at the Peter 
Bent Brigham Hospital—looking toward the development 
of what Dr. David Barr calls ‘‘comprehensive medicine.”’ 
The training need is also for the greater utilization of 
allied sciences, for increased mental-hygiene education for 
nonprofessional groups, and finally for the financing of 
students and teachers. This need can still be met if we give 
appropriate attention to planning for it and if we obtain 
the necessary funds to support it. 


Recruitment of Psychiatrists, Psychiatrically Oriented 
Practitioners, and Allied Workers.—A major line of effort 
should be the recruitment, from present and forthcoming 
classes of medical schools, of larger numbers of graduates to 
specialize in psychiatry. If such efforts should prove suc- 
cessful, this would meet some of the need for personnel four 
or five years hence. It would not meet the pressing current 
demands. We will continue to perpetuate the errors of the 
past until every medical school recognizes psychiatry as 
a basic science and allots to it the same number of teaching 
hours as is allotted to general medicine and general surgery. 
But as late as 1930 some medical schools still taught no 
psychiatry at all. 

Teaching emphasis for undergraduates should be upon 
the recognition and management of the psychoneurotic and 
psychosomatic disorders, for these will constitute the bulk 
of the young graduate’s medical practice. There is need for 
a radical revision of the teaching methods of undergraduate 
psychiatry. Psychiatry must be taught from the first year 
and be intimately linked to physiology and chemistry. Stu- 








—_— ae 








190 MENTAL HYGIENE 


dents should not get their first introduction to human emo- 
tional problems in state hospitals from the examination only 
of psychotic individuals. Psychiatric education should be 
intimately linked to internal medicine, pediatrics, and the 
other medical sciences. The bulk of it should be taught in 
the departments of medicine and pediatrics and their out- 
patient services. 

Students should above all learn to re ognize and deal with 
the personality component in every p tient they see. The 
closer this is kept to their everyday n dical experience, the 
more likely is it to be ingrained in the hinking and practice 
of the student. Such teaching meth .s must increasingly 
utilize teaching films, supervised clinic. work with patients, 
and serninar methods of teaching. It1 ist also include more 
attention to the use of auxiliary person el (psychiatric social 
workers and clinical psychologists) and to community services 
for the promotion of mental health. 

As a rule psychiatrically disabled veterans will turn first, 
as do all patients, to their family doctor, although the family 
doctor is often the person in the community least trained to 
help the emotionally disabled. The second urgent training 
need, therefore, is to provide psychiatric orientation for the 
practitioners of general medicine. Among the 185,000 prac- 
ticing physicians, there will be many who will not make any 
effort to attend training courses. Every effort should be 
made to reach them through the programs of county and 
state medical societies, through medical journals, pharmaceu- 
tical journals, and through preparation of literature written 
for the practitioner. Very little helpful literature for prac- 
titioners as yet exists. 

A considerable number of practitioners will make the effort 
to acquire psychiatric orientation. To meet their needs, a 
central registry must be set up first, to survey the possibility 
of training and to ascertain the places where they can go for 
orientation. 

An active program providing such basic orientation for 
practitioners is urgently needed. Experimental courses at 
the postgraduate level should be set up promptly to develop 
content and methods for such education of practitioners and 
of industrial and college physicians. One such joint attempt 
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by The National Committee for Mental Hygiene and the 
Commonwealth Fund is already being planned—.e., a two- 
week pilot course for practitioners, aimed at clarifying the 
content, methodology, and effectiveness of such courses. 

The practitioners themselves are asking for this orienta- 
tion. In at least two states more than half of those who 
have been questioned by state medical societies as to grad- 
uate-training needs- hive requested such postgraduate orien- 
tation courses in psy“hiatry. Thoroughgoing indoctrination 
of general practition ¢s requires more training than can be 
offered in brief cours: . To this end psychiatrists and intern- 
ists should jointly ¢ »ry major teaching responsibilities in 
medical and surgica! ut-patient clinics and wards. Every 
general hospital, whe ‘ter university-connected or not, should 
have psychiatric teacl #rs on their visiting staffs for the better 
education of practitioners. 

The third training need is for the preparation of additional 
psychiatrists. The greatest hope for enough physicians who 
are mature enough to be trained immediately in psychiatry 
is the thousands of medical officers now returning from duty 
in the armed forces. Approximately 2,500 medical officers of 
the armed forces have had brief orientation courses in psy- 
chiatry and have had some valuable experience in the neuro- 
psychiatric service of the services. Additional numbers 
assigned to medical and surgical services have expressed an 
interest in psychiatry. 

Training for specialization in psychiatry is a rigorous dis- 
cipline. It must include inpatient and out-patient experience 
with psychoneurotic and psychotic conditions. It is always 
on-the-job training, during which the student psychiatrists 
treat patients under expert supervision. If such training 
could be provided through the out-patient clinics and hospitals 
of state-hospital systems, through the Veterans Administra- 
tion, and through private and university hospitals and clinics, 
thousands of veterans could be given immediate treatment 
that otherwise would be wholly unavailable to them.’ 

1For a detailed consideration of these issues, we recommend the pamphlet 


Medicine and the Neuroses, a report of the Hershey Conference on Psychiatric 
Rehabilitation, available from The National Committee for Mental Hygiene. 
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Recruitment and Training of Social Workers.—In order to 
meet some of the demand for larger numbers of trained social 
workers, it.is urged that special efforts be made to recruit 
for social-work training men and women now coming out of 
the armed forces who have had good educational background, 
especially those who, while in the service, have had extensive 
experience in working with people, as in classification, instruc- 
tion, medical corps, personal affairs, and hospital work. 
Schools of social work should adopt a more flexible and 
liberal policy in allowing credits for special training and 
experience in the armed forces, and the courses should be 
speeded up to the maximum that is compatible with high 
standards in training. 

In-service courses in mental hygiene and psychiatric social 
service should be available to all interested groups of social 
workers who were not fully trained in this specialty, including 
those engaged in administrative and group work, as well as 
case-workers. 
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Recruitment and Traiming of Clinical Psychologists —Sim- 
ilar recruitment should be made from men and women in 
the armed forces who have had some psychological training, 
prior to induction or during their period of military service, 
and whose military experience has furthered their under- 
standing of people. Graduate schools should give liberal 
credit for such training and experience and in further train- 
ing should stress actual clinical work in psychiatric or mental- 
hygiene clinics where students would work codperatively with 
psychiatrists, social workers, and other specialized personnel. 

Academic psychologists who have worked entirely in educa- 
tional systems without clinical experience should be afforded 
opportunities to work in clinical set-ups as members of a 
professional team in order to increase their understanding of 
social and emotional problems and acquire skill in dealing 
with them. 
























Training Needs of Non-Medical Groups.—Our planning 
for psychiatric teaching cannot be limited alone to these 
groups of professional workers. In-service courses and insti- 
tutes on mental-health orientation and practical methods of 
interviewing and counseling should be made available also to 
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interested clergymen, educators, personnel men, and foremen 
and supervisors in business and industry. Such courses 
would not attempt to make psychotherapists of these groups, 
but they should enable them to do more effective counseling 
in their respective fields and aid them in directing the more 
seriously disturbed to places where they can obtain more 
definitive treatment. 


Public Education in Mental Health—Our teaching efforts 
must increasingly extend beyond the limitations of profes- 
sional groups. Education in mental health is an important 
aspect of prevention. A continuing and effective program 
of public education regarding the mental-health problems of 
citizens should be carried on. There is urgent need to provide 
our entire civilian population with mental-hygiene orienta- 
tion, just as the armed forces found it necessary to do with 
all officers and enlisted men. The needs of all groups should 
be kept in mind, although at the present time some attention 
should be focused on the needs of veterans and war workers. 
Such education should: 


1. Develop a broad understanding of veteran-civilian 
adjustments and help to mobilize current interest into well- 
coordinated and effective community programs for veterans, 
war workers, and others whose ordered lives have been dis- 
rupted by the war. 


2. Result in increased appreciation of the dynamic quality 
of family living and of the special significance of healthy 
and happy relations in the childhood years. 


3. Bring about fuller recognition of the stabilizing influ- 
ence of satisfying work and economic security and of the 
potential threat to mental health in neglect of the personal, 
human values in work. 

4, Strive to remove the stigma that still attaches to mental 
and nervous disorders, and to promote acceptance of mental 
and nervous disorders as valid and treatable illnesses. 

5. Supply information regarding existing and desired facil- 
ities; kinds of illness and maladjustment that can be treated, 
respectively, by private psychiatrists, out-patient psychiatric 
or mental-hygiene clinics, and psychiatric hospitals; and the 
steps to be taken by families in behalf of the seriously ill. 
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6. Create a demand by the people for adequate facilities 
for the treatment of nervous and mental disorders, including 
consultation and clinical treatment in all communities. 

A program of mental-health education with these specific 
objectives must be directed to various groups and utilize vari- 
ous media. Part of it should be directed to the general public 
by way of radio, motion pictures, daily press, popular maga- 
zines, and pamphlets. Other efforts should be directed to 
special groups—to churches, schools, industrial management, 
and labor—utilizing all available media, such as special pub- 
lications, addresses and discussion groups, and assistance in 
developing in-service training programs. 

This broad task of mental-hygiene education will require 
the active interest of all professional and lay groups that 
have the requisite understanding. The National Committee 
for Mental Hygiene should assume major leadership. State 
and local societies for mental hygiene should provide stimu- 
lation and leadership for their respective geographic areas. 
Since psychiatrists, social workers, and clinical psychologists 
are the professional groups most familiar with the basic 
principles of mental health, personnel for carrying on an 
extensive educational program should be recruited from these 
groups, but only from the minority members who have both 
interest and skill in making popular and easily understood 
presentations. Selected general-medical practitioners, edu- 
cators, clergymen, industrial personnel men, and other intel- 
ligent citizens who have, or who can be helped to obtain, the 
necessary information and viewpoint and who speak or write 
well, will also have to do their part. 


Where Can the Necessary Training be Given?—Where, 
then, shall this enhanced teaching program be carried out? 
With little more than 300 vacancies available for the training 
of psychiatrists, we must obviously increase the facilities for 
psychiatric education. The university hospitals which have 
always taken leadership are unable to expand sufficiently to 
provide the necessary vacancies. They are already burdened 
with heavy teaching responsibilities. With additional finan- 
cial support for teaching staff, they might expand their out- 
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patient training resources and psychosomatic opportunities, 
but they cannot do it to the extent needed in this emergency. 

The 32 N-P hospitals of the Veterans Administration offer 
ideal opportunity for training if they can be converted into 
modern teaching and research centers. If that were done, 
they could provide training for sizable numbers of men. ‘To 
make these hospitals teaching and research centers, other 
teachers would have to be imported or training programs 
would have to be focused in those hospitals near established 
university teaching centers. Since these hospitals will be 
dealing with veterans, and since most veterans’ conditions 
will be made worse by hospitalization and isolation, it is 
urged: 

1. That service be provided in sections of general hospitals 
rather than in large institutions which serve only men with 
neuropsychiatric disabilities; there are 54 general hospitals 
with out-patient clinics that would be ideal for teaching the 
management of the ambulatory psychoneurotic patient. 

2. That all veteran N-P hospitals become teaching hospitals. 

3. That all new hospitals to be constructed be located close 
to large communities rather than far from centers of popula- 
tion, and whenever possible attempt to affiliate with uni- 
versity teaching centers. 

4. That the contemplated neuroses centers be active teach- 
ing centers. 

5. That veterans hospitals become centers of teaching and 
research in connection with university hospitals and medical 
schools, in order to attract well-qualified personnel and to 
insure the most up-to-date and effective methods of training. 

6. That salaries of professional personnel, including psy- 
chiatrists, other medical specialists, social workers, psychol- 
ogists, and others be sufficiently high to command the best 
in these fields. 

7. Most important of all, that the main focus be on 
therapy and research rather than on the administration of 
compensation. 

State psychiatric hospitals can and should serve a similar 
function when reorganized along comparable lines. Their 
long years of inertia, the inadequate budgets allotted them 
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by state political parties, their serious overcrowding, and 
their geographic isolation make it unlikely that they can reor- 
ganize in time to serve an effective réle. The armed services 
and the Veterans Administration offer the only real hope. 

Here, then, is the task ahead of us and a possible solution 
for it. An enlarged program of psychiatric education will 
require money, both to pay the teaching staff and to offer 
a reasonable stipend to medical officers who are willing to 
devote a minimum of two years to specialize in psychiatry. 
A limited number of fellowships will undoubtedly be made 
available through philanthropic foundations. The only other 
adequate source of funds to carry the main burden of the cost 
is the federal government. This would be a small fraction 
of the expense of caring for veterans who will otherwise go 
untreated. 

An annual stipend per student of $3,000 to $5,000 would 
be necessary. This must be higher than that provided for 
in the G. I. Bill of Rights, for most of these men are older 
and have heavy family responsibilities. The annual salary 
per teacher, even on a part-time basis, should probably be 
from $8,000 to $10,000. The cost, then, for student and 
teacher for two years would just equal the cost to the Vet- 
erans Administration of caring for one psychiatrically 
disabled veteran through his lifetime. A competent teacher 
could supervise the work of fifteen to twenty students. The 
saving to the government would be so enormous that there 
can be no real reason why the expense should not be met 
either by the Veterans Administration, by the United States 
Public Health Service, or through new federal legislation. 


Over-all Planning and Recommendations.—If such an 
extensive educational project is to be effective, it calls now 
for an immediate codperation and sharing of plans of all 
those groups vitally concerned: the Veterans Adminisiration ; 
the Surgeons General of the Army, Navy, and Public Health 
Service; the leaders of the American Psychiatric Association 
and of The National Committee for Mental Hygiene; direc- 
tors of private philanthropic organizations; and educators 
from university and private teaching hospitals and clinics. 
With such concerted action, and with adequate federal financ- 
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ing, the job could be done. If necessary, national legislation 
must be enacted such as that which is now proposed in the 
Priest Bill, which calls for the establishment of a National 
Mental Hygiene Institute, which would (1) provide the cen- 
tral research unit; (2) make available for research purposes, 
to universities, medical schools, or other private agencies, 
funds for research into the cause, prevention, and treatment 
of nervous and mental disorders; and (3) make grants-in-aid 
to states for the development of all-purpose mental-hygiene 
clinics in local communities. This provision is most essential 
to make effective the work of such federal agencies as the 
Vocational Rehabilitation Bureau, the Children’s Bureau of 
the United States Department of Labor, and the Bureau of 
Public Assistance of the Social Security Board, all of which 
can pay for services, but cannot establish or operate new 
facilities. 

The National Committee for Mental Hygiene and the 
American Psychiatric Association in codperation should 
aggressively carry forward the public education, community 
organization, and professional recruitment and training 
phases of a nation-wide training program for the improve- 
ment of mental health. The recent joint board set up with 
a full-time director should strive to promote vacancies as 
well as advising candidates. A joint board of The National 
Committee for Mental Hygiene and the American Psy- 
chiatric Association should work both as a central national 
agency in codperation with the Veterans Administration 
and other nation-wide groups that share some interest 
in mental health and would also aid in the development of 
state and local committees or societies. The board should 
urgently promote teaching plans and assume a more active 
role in setting and enforcing standards of training. It should 
foster relationship between the specialty boards aiming 
toward reciprocal credit allowances. To promote mental- 
hygiene education and the prevention and early treatment of 
mental illness will require an amount of funds comparable 
to those used in connection with tuberculosis and poliomye- 
litis, which is about twenty to forty times the amount given 
to mental health and education. 

We propose the immediate calling of a meeting of repre- 
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sentatives of the groups mentioned, preferably by and at 
the expense of the Veterans Administration, for the discus- 
sion of ways and means of such a nation-wide program. A 
National Mental Hygiene Institute, with sufficient endow- 
ment, could give guidance in the solution of the problem. 
Until such is available the only agency that has the funds and 
the training opportunities is the Veterans Administration. 
Codrdinated action of this kind is long overdue. The job 
can be done. The leadership is available. The Veterans 
Administration deserves our fullest support in the effecting 
of their far-reaching plans, now under way, for the further- 
ance of training programs. 

To summarize, plans must be made now to correct the 
dearth of psychiatric personnel. New teaching methods must 
be evolved and greatly enhanced opportunities for the train- 
ing of psychiatrists, psychiatric social workers, and psychol- 
ogists must be created. Immediate attention should be 
focused on the training of medical students, practicing phy- 
sicians, and specialists. The latter should be recruited from 
young doctors at present in service, many of whom are now 
asking for specialty training. Plans must also include the 
setting up of more centers for training. The chief hope lies 
with the Veterans Administration and its 32 N-P hospitals. 
State hospitals, too, could help. Both groups must be radi- 
cally reorganized to become the centers of research and train- 
ing they might be. Teachers must be drawn in. Salaries 
must be adequate. Adequate fellowships are necessary to 
support mature doctors during training. Federal support of 
training is needed as well as combined pooling of training 
resources, in order that the minimal staff needs for the 
mental-health care of America may be met. 
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A PERMANENT MEDICAL SURVEY* 


LUTHER E, WOODWARD, Pu.D. 


Field Consultant, Division on Rehabilitation, The National Committee for 
Mental Hygiene. 


N October 18, 1948, the Selective Service System an- 

nounced the adoption of the Medical Survey as an 
added procedure to be used in the selection of men for the 
armed forces. At that time only six states and a few addi- 
tional cities were operating programs of history gathering. 
During the first year after the official adoption of this pro- 
gram, 42 states put it into effect wholly or in part, and still 
later, three additional states. 

Some of you—particularly social workers who spent many 
evenings assembling social and health information and psy- 
chiatrists who examined men at induction stations—need no 
description of the Medical Survey. A very brief account, 
however, may be given for the benefit of those less familiar 
with it. Briefly, the Medical Survey was a device for obtain- 
ing health, work, social, and educational histories of regis- 
trants and for making the same available to the induction- 
board examiners as aids in their examinations and evalua- 
tion of registrants. 

The Medical Survey was found necessary for two reasons: 
first, because of the dearth of available psychiatrists, the 
amount of time for the examination of each man had to be 
extremely limited; and second, many psychiatric conditions 
do not lend themselves to accurate diagnosis, especially 
when the time available for examination is so brief. Many 
such conditions, however, are mirrored in the registrants’ 
social and health histories. This is particularly true of 
psychopathic personalities who act out their difficulties and 
leave a record of minor or major offenses and poor work 
histories; schizoid personalities, who, through their hyper- 
sensitiveness and introspection, are considered queer in their 

* Presented at the Thirty-sixth Annual Meeting of The National Committee 
for Mental Hygiene, New York City, November 2, 1945. 
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communities ; cycloid personalities, whose alternating periods 
of euphoria and depression have impressed people with whom 
they have lived or worked; certain mental defectives whose 
appearance and vocabularies are so good that their deficiency 
may not be detected without history; men subject to con- 
vulsive seizures or suffering from structural disease of the 
nervous system, whose difficulties are minimal and not disab- 
ling except under strain, such as they are exposed to in the 
military; and enuretics, men with histories of psychosomatic 
disorders, or other forms of psychoneurosis.’ 

Four reporting forms were used in assembling such infor- 
mation: 

1. A simple card with identifying information. This was 
used in clearing against state-institutional files and local 
social-service exchanges. 

2. A form for recording social, health, and work histories. 

3. A form for use by several teachers in reporting their 
observations of boys still in school. By an ingenious method 
of clipping, all copying was avoided, and the induction-board 
examiner could tell at a glance whether there was any serious 
suggestion of pathology or maladjustment, and whether the 
several teachers agreed or disagreed about the boy. 

4. A shorter form for reporting educational achievements 
and school behavior from school records of boys out of school 
not more than five years. 

The obtaining of school histories was rather simple, from 
the administrative standpoint, because these could be assem- 
bled in advance, held at state headquarters until the man 
was put in a class for immediate induction, and then for- 
warded by way of the local board to the induction center on 
the day of the examination. 

Health, social, and work records were obtained by the 
appointment of social workers, public-health nurses, and 
other qualified investigators as medical field agents attached 
to local Selective Service boards. In all but two states, the 
medical field agents had access to registrants’ folders, which 
often gave clues to the need of further investigation. Social- 

1 See ‘*Types of Problem that Would Have Been Discovered with Better Pre- 


Induction Sereening,’’ by Samuel Eric Edelstein. MENTAL HYGIENE, Vol. 28, 
pp. 565-67, October, 1944. 
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service clearings were made in most communities that have 
exchanges. Inquiries were then made of all agencies who 
had knowledge of registrants or their families; employers 
and physicians were frequently consulted by telephone or 
personal interview; and, in a few cities and states, registrants 
and members of their families or both were interviewed. 

The size of the job can be judged by the fact that there 
are in the country over 6,400 local Selective Service boards. 
During the first year of the operation of the Medical Survey, 
about 9,000 medical field agents were appointed. A few 
hundred of these were public-health nurses; more than 6,000 
were investigators or other social workers in departments of 
welfare; about 2,000 were social workers employed in private 
agencies.’ 

In most states, from 80 per cent to 100 per cent of local 
boards codperated by turning over to medical field agents 
identifying data and making other information available. 
During the fiscal year 194445, in 37 states reimbursed from 
federal funds, 365,000 names were cleared through social- 
service exchanges and 483,000 social histories were compiled. 

The percentage of registrants on whom pertinent informa- 
tion was obtained and forwarded to induction stations varied 
widely, depending on the extent of inquiry. Where reliance 
was placed chiefly on existing social and health records in 
recognized agencies, pertinent histories were obtained on 
from 1 to 15 per cent of registrants. When selection for 
investigation was made on the basis of clues from registrants’ 
questionnaires as well as registration with social and health 
agencies, from 20 per cent to 40 per cent of histories revealed 
valuable and pertinent information. The higher percentages 
in this bracket apply in places where registrants, members 
of their families, employers, and physicians were interviewed. 

For a number of reasons, considerable difficulty was encoun- 
tered in obtaining proper, adequate, and full use of such his- 
tories at the induction stations. The necessity of examining 
unduly large numbers of men per day militated against effec- 
tive use. The past work habits of individual examiners— 
particularly the extent to which they had worked with social 


1See ‘‘Operation of the Medical Survey at National and State Levels,’’ by 
Luther E. Woodward. MENTAL HYGIENE, Vol. 28, pp. 578-86, October, 1944. 
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workers and been accustomed to using social data—was also 
a significant factor. The tendency to use only histories that 
suggested evidences of pathology was regrettable, because 
histories containing evidences of good health and good work 
and social adjustment are valuable in confirming acceptance 
in border-line cases that show some appearance of inadequacy. 

It has been impossible to measure statistically the results 
of the Medical Survey. Examiners who used the histories in 
the way in which they were intended—that is, to give clues for 
the better conduct of examinations—found it difficult to deter- 
mine whether their decisions would have been different had 
they not had such clues. It has been the opinion of most 
psychiatric examiners that the histories made a difference in 
many border-line cases. At one induction center, in which 
there was an accidental control group, 63 per cent of men 
whose histories were used were rejected, whereas only 52 per 
cent of men whose histories were not used were rejected. 

As was to have been expected, many difficulties were 
encountered in establishing the Medical Survey on a nation- 
wide basis. Some boards were not convinced of the need for 
it until numbers of their inductees were discharged for psy- 
chiatric reasons; objections were lodged against the amount 
of clerical detail required; for a long time funds were lacking 
to pay for social-service-exchange clearances and to reim- 
burse state departments of welfare or health that loaned staff 
members to work as medical field agents. In July, 1944, 
Congress voted a million dollars to defray the expenses of 
the Medical Survey for the year, $725,000 of which was 
actually spent. This resulted in increasing substantially the 
extent of coverage and relative adequacy of the histories 
compiled. 

Perhaps the most telling evidence of the worth of the 
Medical Survey is to be found in the expressed conviction 
of the Secretary of War, when, after V—J Day, it way recom- 
mended to him that the Medical Survey be discontinued. He 
replied with an unequivocal, ‘‘No, the Medical Survey is of 
real value and should be continued.’’ Colonel Leonard G. 
Rowntree, Chief of the Medical Division, National Headquar- 
ters of Selective Service, in a recent personal communication 
states, ‘‘In my opinion the Medical Survey was of distinct 
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value in both the selection and rejection of men for military 
service. It furnished the necessary background on mental 
health, personality, and behavior. It provided insight into the 
selectees’ past.’’ Colonel Rowntree adds, ‘‘The matter is of 
so great importance that I believe a committee should be 
appointed to study the problem and recommend action for a 
similar program for peace time.’’ 

This brings us to a consideration of the real issue: To 
what peace-time uses can a modified survey be put with a 
promise of worth-while results? What permanent values 
may accrue from the Medical Survey, or its equivalent, estab- 
lished on a permanent basis? 

Several uses suggest themselves immediately. It is not 
known at this moment whether Congress will pass legislation 
authorizing universal military training. If legislation along 
the lines recommended by the President is passed, the con- 
tinuance of the Medical Survey in such a program will be of 
great value. Fortunately, the plan as outlined by the Presi- 
dent provides considerable flexibility, permitting the year of 
training to be taken anywhere between the ages of seventeen 
and twenty-one. It should be recalled that 25 per cent of the 
men rejected for psychiatric reasons were rejected because 
of immaturity. Both the school and the social-history fea- 
tures of the Medical Survey would be of great value in 
determining whether the boy is mature enough at the earlier 
ages to profit fully by training at a given time. The Medical 
Survey would not only be used thus to determine when train- 
ing should be undertaken, but would also give significant 
clues as to needed treatment or desired emphasis during the 
training period. In short, if we have universal military train- 
ing, the Medical Survey would be used much less for purposes 
of selection and much more for purposes of differential treat- 
ment and management. A survey for these purposes clearly 
should be administered by the Selective Service System or 
the military administration in charge of induction and 
training. 

Because of increasing population shifts, there are also a 
number of uses for which a modified socio-medical survey is 
increasingly needed in the work of civilian agencies. It is 
anticipated that in the years ahead there will be considerable 
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movement of youth from one part of the country to another. 
Army and navy polls indicate that 10 per cent of the men who 
have been in the armed forces intend to move to another state, 
the directional trend among whites being to the Pacific Coast 
states and among colored to the Northeast. The movement 
of war workers will greatly add to this population shift. In 
view of such migratory trends, a peace-time coverage of 
necessary social histories on a national basis would be of 
great value in various phases of social and health work. This 
program clearly should be administered by civilian agencies. 

It is a commonplace that many youth get into difficulty with 
the law in places far removed from those in which they 
have spent most of their childhood and early youth. Court 
trial or other action has to be taken in the community in 
which offenses have been committed, but the information that 
would be most helpful to judges, social workers, or others can 
be obtained only from the communities in which the offenders 
lived previously. Provision on a nation-wide scale for the 
preparation of social and health histories, with the work 
being done by trained workers in departments of welfare or 
health, would greatly expedite the work of courts, correctional 
institutions, and probation and parole officers. The same 
would be true, perhaps on a somewhat lesser scale statisti- 
cally, in reference to the care of dependent children, the 
work of family service agencies, family courts, and other 
phases of social work. 

A second major field in which a permanent survey would 
be of value is in the field of mental health and psychi- 
atric care. Many patients break down while living outside 
the states of their earlier and longer residence. In many 
other instances within a state, patients’ homes are a few 
hundred miles distant from the hospital, so that even if 
the hospital has a social-service staff, it is difficult to obtain 
the necessary history promptly. A medical survey of this 
group could be administered entirely within states, through 
interdepartmental arrangements. Workers in the department 
of welfare and health could be utilized routinely to compile 
histories of persons who had been admitted or were being 
considered for commitment to state hospitals. The use of 
social and health workers in the local communities might 
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require some in-service training along psychiatric-social-work 
lines, but this would give the workers added equipment for all 
of their work. As a field consultant who travels fairly 
widely, the writer senses a growing demand on the part 
of the public that the various departments of state govern- 
ments codperate in the interests both of economy and of 
efficiency. A properly established medical survey would be 
in line with this demand. 

Another growing field in which a socio-medical survey 
would be of great assistance is in the work of the state 
bureaus of vocational rehabilitation. As you doubtless know, 
the Barden-LaFollette Act of two years ago broadened the 
scope of these bureaus’ work to include the mentally or psy- 
chiatrically handicapped. To all who know the peculiarly per- 
sonal meaning that handicaps have for individuals, the need 
to have rather full social and health histories is obvious, if 
rehabilitation plans are to be realistic and to offer worth- 
while promise of fulfillment. A history-taking program in 
these state bureaus can doubtless be administered by these 
bureaus themselves if they have qualified, trained staff. In 
states with large rural areas, codperation with the depart- 
ments of health and welfare will doubtless be required. 

There is one more area in which something like the Medical 
Survey promises to have increasing value. As general-medi- 
eal practitioners and the public come to have more apprecia- 
tion of the extent of psychosomatic illnesses and of the degree 
to which these have their roots in present and past stresses 
and strains, the need for adequate personal histories of 
patients in surgical and medical, as well as in psychiatric, 
divisions of general hospitals, becomes obvious. At present, 
relatively few general hospitals have provisions for psychia- 
tric services, but there is a growing demand that psychiatric 
consultation and service shall be available in general hos- 
pitals. As this trend gains momentum, provision will have 
to be made both for obtaining history information and for 
increased knowledge of community resources that can be used 
in convalescence and rehabilitation. 

In all of these areas in which we can foresee the usefulness 
of a permanent socigmedical survey, care must, of course, be 
taken to safeguard the confidential records of people and to 
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insure that personal-history information be not used to the 
injury or the disadvantage of any individuals or groups. It 
is noteworthy that in the use of the Medical Survey in the 
Selective Service System, the number of complaints about 
misuse of confidential information could almost be counted 
on the fingers of one’s hand. This was true in spite of the 
fact that many of the medical field agents had not been 
completely trained in professional social work and, further- 
more, that the program was administered by representative 
lay citizens serving on local Selective Service boards. The 
writer is convinced that a permanent peace-time socio-medical 
survey can likewise be administered with decidedly positive 
results and with almost no risk of misuse. 

Essential requirements for such a survey would have to 
include these features: (1) administration by civilian agen- 
cies; (2) nation-wide operation; (3) use of professionally 
trained personnel engaged in local social or health work; 
(4) payment of staff for work of assembling histories; and 
(5) effective codrdination of the federal and state agencies 
participating in the assembly and use of socio-medical his- 
tories, such codrdination presumably being facilitated by the 
establishment of a cabinet post for health and welfare, in 
which there is increasing interest. 

The urgency of war demands doubtless expedited estab- 
lishment of the Medical Survey in the Selective Service 
System. The peace-time demand for fair and adequate serv- 
ices to citizens who need medical or psychiatric treatment 
or other forms of help should be equally compelling. Only 
so can democracy, which emphasizes the worth of every 
individual, achieve its goal of health and security for its 
people. 
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RECONDITIONING: SOME PSYCHO- 
LOGICAL IMPLICATIONS 


LIEUTENANT COLONEL RUSSELL L. DETER, M.C. 
AND 
FIRST LIEUTENANT BENJAMIN H. LYNDON, M.A.C. 
United States Army 


— is the psychosomatic approach to 

‘convalescence. It is by no means a new idea. As 
Strecker has stated, ‘‘The basic idea of psychosomatic medi- 
cine is very ancient. More than 2500 years ago, the wise 
Socrates, returning from the Thracian campaign, reported 
that the Thracians realized that the body could not be cured 
without the mind. ‘This,’ he said, ‘is the reason why the 
cure of many diseases is unknown to the physicians of Hellas, 
because they are ignorant of the whole!’ ’’? 

Reconditioning is based upon an awareness of the rela- 
tionship between mental attitude, conscious and unconscious, 
and the physiology of the fighting man. A healthy body 
alone cannot fight; it must have within it the knowledge of 
why we fight and its emotional concomitant, the will to fight. 
This is recognized in all military training, but is especially 
applicable to the sick soldier who must be brought back to 
perfect physical condition with the mental attitude of a 
fighter. 

The idea of convalescent reconditioning developed during 
and after World War I. It lay dormant during the period 
between wars, though it had strong proponents among some 
civilian practitioners. In this new conflict, the Royal Air 
Forces in Britain were the first to recognize its value for 
their sick and wounded. Following their example, the U. S. 
Army in the European theaters established similar conval- 
escent centers. It was brought to this country and tried, 
first, in the army air corps, where its scientific application 
demonstrated its unquestioned value; and finally it has been 
rapidly developed in army service force hospitals. 

1See ‘‘The Leaven of Psychosomatic Medicine,’’ by Edward A. Strecker. 
Annals of Internal Medicine, Vol. 18, pp. 736-40, May, 1943. 

207 














208 MENTAL HYGIENE 


Behind every program directed toward returning ill sol- 
dier to duty, there has been an awareness that a sick soldier 
means lost man hours of military function, whether he is 
a wounded airman, a technician in training, a litter bearer 
on the front line, or an incapacitated rifleman. There has 
been a recognition of the fact that the total destruction of 
the enemy and the imposing of our will on them requires 
total utilization of man power. 

The sick soldier returned to full duty without a completely 
well body either cannot work to capacity or soon returns 
to the hospital from sheer inability to make the physical 
effort required of him. The result is a greater loss than the 
original illness should have warranted. 

From this empiric fact developed an awareness of the need 
of physical reconditioning for the sick and wounded, the 
the need to return sick men back to full duty either as strong 
as they had ever been or stronger. The scientific application 
of selected exercise met this problem. 

But we soon get back to the fact that within the sick 
body is a ‘‘sick’’ mind. Long periods of illness, post- 
operative convalescence, or wound recovery tend to dissipate 
ideas and skills that are as essential to war as guns and 
bullets. The enemy, for example, becomes an abstraction 
which the sick man realistically cannot fight. To return to 
duty a strong, healthy soldier who had lost his skills, or 
whose mind did not recognize the enemy for what he really 
was—a soldier whose thinking had reverted to pre-war atti- 
tudes of pacifism or to repression of hostility and aggres- 
sion—was to defeat our purpose in this war. Out of awareness 
of the futility of returning a war-able body without a war- 
like mind grew the second of the two large phases of recondi- 
tioning—educational or mental reconditioning. 

First, to stimulate the desire to get well; secondly, to 
activate the drive to return to his own group and duty; 
and finally to increase the soldier’s awareness of why we 
fight—these are the goals of educational reconditioning. 
These goals cannot be separated from those of physical 
reconditioning. For example, the man whose outfit has been 
alerted and who wants to go overseas with his buddies, 
frequently expresses a real concern at being left behind. 
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Stimulating the soldier’s pride in his outfit, so that source of 
morale will not be dissipated, is another of the responsibili- 
ties of educational reconditioning. The soldier will partici- 
pate more enthusiastically in physical reconditioning if his 
attachment to and identification with his own group is not 
lost. 

This is just one of the many emotional responses to recon- 
ditioning. Illness per se carries with it a ‘‘normal’’ load 
of psychological reactions, but to the soldier who is ill there 
are added all of the factors of his conscious and unconscious 
reactions to being at war and in an army—feelings about 
separation from home and being away from a familiar envir- 
onment; feelings about living only with men; feelings about 
the open manifestation of aggression, destruction, and death. 

It has been traditional to view a patient in a hospital as 
a dependent individual with an exaggerated concern regard- 
ing his own symptomatology. His relationship with his 
doctor and his nurse assumes for this man the symbolic 
relationship with parental substitutes. The patient’s atti- 
tudes and reactions can then be predicated upon his emotional 
development in relation to the type of parent that he pos- 
sessed in reality, whether it were the stern authoritative 
father and giving mother or some other paternal-maternal 
pattern. 

Just as the overlay of war has changed an entire social 
structure, so is the normal milieu of the sick changed. 
Civilian medical care is not so available, but for the soldier 
in garrison, medical care is more available. Frequent 
inspections and examinations keep the soldier well aware 
that he, at least, can see a doctor if he needs one. Every 
organization, regardless of size, has medical care immediately 
at hand. 

Another aspect of the medical problem—and one that is 
certainly related to reconditioning—is the ease with which 
the sick, semi-sick, or suspected sick are placed in hospitals. 
Men are hospitalized for ailments that would rarely bring 
them into a civilian hospital—athlete’s foot, colds, sprains, 
and so on. A frequent criterion of admission is the ability 
of the soldier to do duty. If he cannot carry the average 
work load of the outfit of which he is a part, it is almost 
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automatically assumed that the hospital is the place for him. 
This is considered advisable also to prevent complications 
and for purposes of preventive medicine. 

This very logical approach to military medicine in post 
installations within the United States results in a hospital 
population that ranges in degree of illness from mild upper 
respiratory infections to the most serious illness or injury. 

Regional Hospital, Camp Swift, Texas, is no exception to 
this, even though it is a Class I installation for the Zone 
of the Interior. It is the only hospital serving the post as 
well as the satellite hospitals in its designated region. 

In order to understand some of the psychological implica- 
tions of reconditioning, the foregoing must be kept in mind. 

As a people, we have grown to look upon a stay in the 
hospital as a period of ‘‘getting our way,’’ being ‘‘babied.’’ 
This is particularly true of the soldier, who finds in the 
hospital some of the ‘‘comforts’’ of existence—clean sheets, 
warm food, cleanliness, and rest. One G. I. put it graphically 
in his comment; ‘‘It’s like being tied to your mama’s apron 
strings again.”’’ 

This attitude must be eliminated before reconditioning can 
begin. Dunbar points out: ‘‘Few laymen realize the extreme 
importance, especially in the care of soldiers, of breaking 
as early as possible the habit of being sick and of accepting 
the compensations that go with illness.’” 

The soldier is an emotionally involved layman, and it 
comes as a shock to him that the army, which he felt would 
temporarily at least be left behind, is still with him to a 
marked degree when he is in the hospital. 

Upon admission, he reads several sheets of mimeographed 
material outlining the ‘‘ground rules’’ of his new abode— 
when he must get up or go to sleep; no gambling; military 
courtesy and discipline will prevail; he will remember that 
he is a soldier; in groups he will march through the halls, 
single file; he will stay in is ward except during prescribed 
hours. He will do this—he won’t do that! 

His resentment—if he is well enough to feel strongly 
about anything outside of himself—is marked, even though, 


1See ‘‘The Sereening and Remaking of Men,’’ by Flanders Dunbar. Survey 
Graphic, Vol. 33, pp. 412-14, October, 1944. 
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as one patient put it, ‘‘your own outfit has ten times as 
many restrictions.’’ However, as a Class IV or bed patient, 
things are still being done for him or to him, up to the point 
of his introduction to bed calisthenics, the beginning of 


reconditioning. 
Reactions to calisthenics vary markedly and seem to depend 
4 on the type of illness. For example, most orthopedic 


F patients with definite observable signs of impairment, such 
‘ as broken bones or severe sprains, requiring casts or other 
orthopedic devices, seem most anxious to participate in any- 
thing that will, as one man put it, ‘‘keep up my strength.”’ 


* It is equally true of most surgical cases that the men are 
4 codperative and seem to recognize the value of physical 
: reconditioning. 

4 With the cases of the medical services there is a decidedly 
‘ different feeling. Almost universally, they do not want 
3 physical activity, resent the requirement of exercise, see no 


value in it. One medical officer explained this rejection by 
saying that these patients ‘‘are sick all over,’’ which may 
be accurate if considered from the point of view that medical 
ills—with their fevers, vomiting, diarrhea, respiratory in- 
volvements, and so on—do have a greater systemic effect, 
accompanied by a more severe debility. 

From a psychosomatic point of view, however, it is equally 
true that the surgical and orthopedic cases are ‘‘sick all 
over,’’ though the total involvement of the soma may not be 
as great. As a matter of record, it might be worth noting 
3 that this type of case may be so codperative because in many 
. instances the soldier is reacting to an unconscious concern 
regarding loss of masculinity, and hopes that, through recon- 
ditioning, he can regain those powers he fears he has lost. 

In this discussion of reaction, we must note, however, that 
among ‘‘medical cases’’ are the neurotic disturbances which 
most frequently manifest themselves in internalized somatic 
symptomatology—cardiac pain, shortness of breath, head- 
aches, and gastrointestinal disturbances. The defenses that 
are demonstrated in this kind of somatic upheaval will be 
rallied in protest against any technique that attacks them 
and does not provide an adequate substitute for them. 

Again, many of the medical symptoms that land the soldier 
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in a hospital develop in protest against the neutralization 
of the individual in the army, against regimentation, fear 
of destruction, or loss of the greater satisfactions of civilian 
life. And when the army moves into the ward and invades 
the sanctity of the sick bed, ‘‘this is too much’’; the denial 
of the value of physical reconditioning becomes verbally 
vehement and the patient’s symptoms are aggravated. 

What has been said about the Class IV or bed patient in 
the matter of physical reconditioning holds true for educa- 
tional reconditioning as well. Men with specifically mani- 
fested outward disabilities show a greater enjoyment of the 
musical programs, which are played over the public-address 
system, the use of which creates a ‘‘broadcasting network’’ 
that is used in many ways in the program. They make more 
requests for the features in which they are interested and 
are more articulate in their criticism of the things they do 
not like. As a whole, they like the idea of the ‘‘radio 
programs,’’ saying that it helps to pass the time. 

Many patients on the medical service complain that the 
music, which they cannot turn off, gives them a headache 
and makes them restless. They don’t like the idea generally, 
but ‘‘if you have to play something, why can’t it be soothing, 
not jazz!’’ This in spite of the fact that jazz is only a small 
part of the programs. They don’t think much of the orien- 
tation programs dramatized for their listening, although 
these are skillfully written and presented. Again, they fre- 
quently comment on a need for more rest or say that they 
‘‘don’t pay any attention to any of the ‘stuff’ played over 
the loud speaker.’’ 

The full force of necessary military discipline does not 
strike the bed patient nearly as much as it does the ambula- 
tory case. The early reality of the soldier’s illness keeps 
him in bed. He is fed, a bed pan is brought to him, his 
needs are ministered to. With returning strength, there 
comes a desire for freedom of movement, but he cannot leave 
the ward to go outside. If he must smoke, he does it on the 
porch or in the sun room. He may go to the P.X. only during 
certain hours, and he must attend the reconditioning 
program. 

There is little choice of what he may do during the four 
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hours a day assigned to reconditioning. True, one hour a 
day he may go to the occupational-therapy workshop, the 
Red Cross auditorium for recreation, or the library for 
reading; but he must attend the military training class and 
the physical reconditioning periods. The reality of being a 
soldier is brought back to him in the regulations which state 
that he must attend classes. 

An enlisted-man instructor—who is an advanced-recondi- 
tioning patient himself—calls at the ward and escorts all 
Class III patients, single file, to where they are going and 
prevents their rambling off or leaving the area once they 
get there. The initial reaction to all of this is extreme 
resentment, difficult to break down, and it is a decided obstacle 
to reaching the patient. 

What really has happened is that the hospital, psychologi- 
cally, has become invested with all of the negative qualities 
that the men have experienced in the army in general. What- 
ever negatives their own organizations may have had now 
disappear and are to be found only in the hospital. A 
secondary effect of this hostility is its projection upon in- 
hospital reconditioning, for it is this phase of their hospital 
experience that sharply defines military rules and regulations. 

The same men who protest graphically their stay in the 
hospital and its inconveniences will frequently follow up 
with some statement beginning, ‘‘ Now in my outfit ...’’ and 
going on to say what a swell bunch of guys they’re with; 
what a fine ‘‘Old Man’’ (commanding officer) they have; 
how you don’t have bed check; how fair the C. O. is, even 
though he’s strict; and so on. 

This identification with the group is an extremely import- 
ant factor in the planning and consideration of a recondi- 
tioning program, which prepares men for return to their own 
organization. It is the foundation upon which any successful 
approach is begun in the hospital and carried on in the 
advanced reconditioning section. 

Men who have strong positive feelings for their outfit 
originally react negatively to reconditioning because they 
are anxious to get back. They want to rejoin their unit as 
soon as possible. However, they quickly recognize the 
rational need for being fit, for they see their part in the 
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total picture and know that they are a detriment if they 
cannot carry their share of the load. 

Reconditioning, which on the surface seems to delay their 
return, becomes an acute problem to them only when their 
outfit is ‘‘getting warm,’’ preparing to move out, possibly 
overseas. Time after time we have been approached by these 
men. They don’t want to be left behind—knowing quite well 
that if this happens, they may never get back to those men 
and that C. O. who have been able to make the particular 
soldier in question an integral part of something bigger than 
himself. 

When this happens, as it frequently does, we can offer 
the soldier the one hope that if ‘‘his bunch’? is still in this 
country, he will be sent to rejoin them. To the man who 
is actually left behind, the reconditioning section has a 
definite responsibility. First, it must help him accept the 
fact that he had to be left behind; then it must be conducted 
in such a manner that the soldier is able to develop an 
intermediate identification with this unit, which in turn is 
part of the total army picture. This temporary identification 
with an organization, which should be ideal in the understand- 
ing of men and the handling of them, will serve to strengthen 
the morale of the soldier whose unconscious feelings of 
rejection and guilt create some chaos in his emotional life. 

For the same reason the reconditioning section must be 
the ideal of army organization for the man who is glad to 
see his outfit leave without him. More than any other 
soldier, this man, whose morale is either low or nonexistent, 
needs the feeling of belonging. He must be shown that an 
army unit can be understanding of him as an individual, 
that he is not lost in a huge shuffle of seven and a half 
million men. 

The neurotic who has developed conversion symptoms as 
an unconscious escape from the reality of an army at war, 
with himself an integral part of it, presents still another 
psychological response. 

These men, in their own words, are ‘‘nervous.’’ They 
can’t take exercise. They can’t listen to lectures on orienta- 
tion material. They attempt to avoid participation in phy- 
sical reconditioning, saying “that it upsets their stomachs, 
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makes them dizzy, or gives them a headache. Even when 
most of the period is given over to heliotherapy, these men 
consciously or unconsciously manifest their resentment at 
being helped to become well. They sit in the shade and 
elaborate on their symptoms. 

We have had a number of this group approach us after 
a lecture on Fascism or some other phase of the war with 
the request that they be excused from any classes because 
‘‘to hear about the war makes me nervous,”’ or, ‘‘I can’t 
stand ‘stuff’ like that. It makes me think and I get sick.’’ 
Such situations are always referred back to the ward officer 
for decision, although on occasion we have assumed the re- 
sponsibility of excusing a patient who appeared to be in an 
anxiety state. 

An early diagnosis of ‘‘neurosis’’ and a recommendation 
of reclassification to noncombatant service, accompanied by 
a transfer to the convalescent annex, alleviate the conflict and 
have been helpful in many of these cases. 

In evaluating psychological factors, we must bear in mind 
the need to individualize the patient. War or no war, army 
or no army, each of us carries into any situation fears, 
insecurities, guilt, and hostility. These reactions are the 
same whether we are civilian or soldier, and they show the 
same patterns in sickness as in health. The difference is 
that a disturbed emotional state retards convalescence. 

The Red Cross chapter, which is an integral part of the 
hospital and works closely with the reconditioning program, 
has a competent staff and will handle most personal problems. 
Occasionally, however, a problem arises as a result of educa- 
tional reconditioning and its instruction. These must be 
recognized and handled on an individual basis, even if only 
to make an intelligent reference of the case to the proper 
group for assistance. 

After a lecture on ‘‘The Psychology of Sex,’’ the young 
soldier father of a five-month-old daughter brought to one 
of the writers his and his wife’s concern over the infant’s 
behavior. He had been called home on an ‘‘emergency’’ 
(his home was only seven miles from camp) when the 
mother found the baby ‘‘playing with herself.’’ The par- 
ents were panie-stricken at what they considered preco- 








216 MENTAL HYGIENE 


cious and decidedly abnormal behavior. The soldier father 
had insisted that the child be taken to a doctor. He wanted 
our ‘‘advice.’’ A private interview was arranged (the above 
information having been excitedly blurted out in front of 
an amused group of G.I.’s), the normality of such exploratory 
behavior was explained, and reassurance was given, much 
to the relief of the young father. 


On another occasion, after a lecture on juvenile delin- 
quency as a post-war problem, a young noncom asked the 
author for ‘‘a private talk.’’ The interview brought out 
the fact that this soldier was the uncle of two boys, aged 
eleven and nine years. Their father was overseas and had 
asked his brother to look after them, because the ‘‘mother 
is no good; she runs around.’’ The children were living 
with an indulgent, overprotective maternal grandmother and 
rarely saw their own mother. Recently they had both been 
brought into juvenile court on charges of stealing. This 
responsible uncle was genuinely concerned. What should he 
do? The welfare service of the American Red Cross, both 
in the hospital and in the large Texas town in which the 
children lived, was explained in detail. He could ask for 
a welfare report and if the case warranted Red Cross interest, 
they would follow it up with the grandmother and children. 
He was then referred to the hospital chapter for assistance. 

One of the lectures most popular with the G. I. is the one 
on marriage and its problems as relating to men in the army. 
This is usually followed by numerous requests for informa- 
tion or assistance. Does the instructor believe in war mar- 
riages? ‘‘Do you think our wives will be the same after the 
war?’’ ‘‘T think my wife is running around. What can I 
do?’’ In each instance we try to determine the basis of 
the individual’s concern and to help him. 

A thirty-five-year-old private appealed for specific help 
with a problem of long standing. He had for over ten years 
been indulging in abnormal sex practices, mostly with his 
wife, whom he had forced to meet his needs on his own level. 
She was disgusted by it. There were three normal children. 
He was afraid that in some way they would find out. It 
made him ‘‘nervous’’ to be away from his wife, and when 
she could not visit him, he wrote obscene letters. What 











ae te ie 


~ Bae et 
eee ieeat tees 








RECONDITIONING: PSYCHOLOGICAL IMPLICATIONS 217 


should he do? How could he get rid of this ‘‘terrible 
disease’’? 

This patient was in the hospital for an operation. He 
did not want to tell his ward officer, but accepted reference 
to the chief of the neuropsychiatric section, to whom the 
problem was relayed. On this particular occasion the psy- 
chiatrist could not see the man at once. It would be some 
time before it would be possible. Would we tell the 
patient that? 

When the soldier was seen and before anything was said, 
he smiled and thanked us for the ‘‘help’’ we had given. Talk- 
ing over his troubles had been ‘‘like turning on a light 
which then burns itself out.’’ Since his discussion he had 
felt better, slept better. He did not think that he need see 
the neuropsychiatric officer, but would do so if things began 
to bother him again. 

We have no illusion regarding this man’s illness and the 
palliative effect of talking, but it helped him temporarily 
when he needed help most. 

It is obvious that these individual problems cannot get from 
the reconditioning program the kind of skilled assistance they 
need. However, awareness of their existence carries with 
it the responsibility of doing something about them, since 
they affect the patient’s convalescence. 

These are by no means all the psychological implications 
of reconditioning. The patient from overseas has a problem 
all his own. The soldier who expects a discharge for medical 
reasons becomes an added burden to a reconditioning pro- 
gram because his negativism is readily infectious. On the 
other hand, the old soldier, the regular army man, who tries 
to use reconditioning as proof that he is still good enough 
to be a soldier presents a still different picture. 

Since the limitations of this paper do not permit a full 
evaluation of all of these reactions, let us try to show how 
our specific program has made an effort to meet some of the 
problems we have outlined. 

The Reconditioning Section of the Camp Swift Regional 
Hospital was one of the first of such units in the 8th Service 
Command. It was organized according to the directive of 
Circular Letter No. 168, Office of the Surgeon General, dated 
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21 September, 1943, and is divided into two parts—the in-hos- 
pital or primary reconditioning section and the annex or 
advanced reconditioning section. 

In the organization of the in-hospital reconditioning pro- 
gram two separate staffs of enlisted men function under the 
direction of the chief of reconditioning, directly supervised 
by one officer, from the medical administrative corps. One 
of these staffs, partially composed of members of the medical 
detachment and partially of patients, assists in educational 
reconditioning. The other staff, made up of three assigned 
trained cadremen and twenty instructors with previous phys- 
ical training experience (pre-duty patients in the annex), is 
responsible for physical reconditioning. 

In military organization, the annex is similar to a battalion 
with two separate companies, known as the Ist Company 
and the 2nd Company, each with its own commanding officer 
and acting first sergeant. These are codrdinated by the 
executive officer of the reconditioning section, who functions 
as C. O. of the advanced section. In addition to these officers, 
there are an operations and training officer, a director of 
in-hospital reconditioning, a psychiatrist, and a Red Cross 
social worker. Medical attention is provided on an emergency 
basis by the assigned medical officer, and convalescent 
check-up is made by medical officers assigned from the specific 
hospital services. 

To illustrate the steps of reconditioning, let us follow the 
program of a patient from the day of his admission to the 
hospital to the time of his discharge to duty. 

Corporal R. is admitted with a diagnosis of right inguinal 
hernia, and a repair is recommended. The operation is per- 
formed. The first day, Corporal R. is under the influence of 
sedation, little aware of what goes on around him. The next 
morning, however, he is brought to consciousness by the sound 
of music coming from a loud speaker in the ward. He dis- 
likes the idea at first. He feels pain; peace and quiet is all 
he wants. For thirty-five minutes he protests, but as another 
patient puts it, ‘‘You might as well get used to it. If it ain’t 
the music that gets you up, it’s the ward man.’’ 

At 0800 the program of the hospital for the day is 
announced, including the time and subjects of the day’s recon- 
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ditioning classes, the entertainment or recreation that the 
Red Cross is presenting, and any special events. The cor- 
poral, however, is definitely not interested. He can’t leave 
his bed to attend any of these events anyway. 

At 0815, another musical program, called Make Believe 
Ballroom, builds up a dance-hall illusion. Each day another 
town and state are ‘‘visited,’’ another orchestra featured. 
When Corporal R.’s home state is mentioned, his interest 
begins to awaken. 

This blends into a fifteen-minute news broadcast (News- 
paper of the Air) which usually has three parts: (1) a news 
analysis, (2) orientation material,’ and (3) a sports review 
of the preceding day. The news commentator is another 
enlisted man whose slant on events is for the soldier in the 
language with which he is most familiar (within the limits 
of broadcast censorship). This is one of the patients’ 
favorite programs, and Corporal R. is no exception. He 
likes the idea. 

There are request popular musical programs, as well as 
symphonic hours and a daily late afternoon Headline Digest, 


Teviewing the day’s news as monitored from commercial 


radio stations. 

On each Monday the previous week’s news is summarized 
and analyzed. There are live-talent periods, broadcast 
classes, and radio shows rebroadcast from local radio sta- 
tions. There is a religious hour each Sunday morning with 
the post chaplain officiating. As these programs recur, the 
corporal begins to look forward to them, for they are well 
planned and enjoyable. The purpose of these programs 
must already be clear—to entertain and relax the patient 
and keep him informed. There is, however, another purpose 
of which we are well aware. It accustoms the patient, too 
ill to move, to the idea of listening to a radio that he cannot 
shut off. Finally its function is to introduce the in-hospital 
reconditioning program. 

If our patient, Corporal R., had been in the hospital during 
the period August 21 to September 9, 1944, he would have 
heard several regional-hospital classroom-of-the-air periods, 

11. Why We Fight. 2. Know Your Enemies. 3. Know Your Allies. 4. Know 


the News—Its Significance. 5. Know and Have Pride in Your Outfit. 6. 
Know and Have Faith in the United States. 
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presenting a professor of government of the University of 
Texas in a discussion of Polish-Soviet Relations, with a 
questions-and-answer period following it. Other presenta- 
tions were radio scripts, written, directed, and acted by sol- 
diers on ‘‘Fascism,’’ ‘‘What Makes Adolf Run,’’ ‘‘Ideas Are 
Weapons,’’ and on in-hospital reconditioning and advanced 
reconditioning (the annex). 

Several days after his operation and when physiologic rest 
has had its effect, Corporal R., who has been watching other 
bed patients during this time, is informed by his medical 
officer that his physical reconditioning is to begin. 

Exactly what this means is explained to him by the physi- 
cian and then by an instructor, who is still an annex patient 
himself. Corporal R. is told that the bed calisthenics are 
designed, not to build him up, but to keep his already trained 
physique from deteriorating into fat and flabby muscle and 
also to stimulate circulation, which hastens healing and 
improves the appetite. 

For twenty-one days the post-herniorrhaphy patient 
remains in Class IV, a bed patient. On the twenty-second 
day his ward officer orders that he be placed in Class III, an 
ambulatory patient. 

Now, instead of exercising in bed, he goes outside for two 
hours daily for sun and exercises (calisthenics), and spends 
one hour a day in the occupational-therapy workshop, or in 
guided recreation, and still another hour in the Red Cross 
auditorium, listening to lectures on military training or 
orientation data, and seeing morale or training films. He 
sees the classroom-of-the-air programs for bed patients pro- 
duced on the stage and receives the impact of the material 
presented. Guest speakers from other organizations (many 
of them officer patients) or from the University of Texas 
fill out the program. 

This four-hour daily schedule fills the gaps in the ambula- 
tory patient’s day for the remainder of his stay in the hos- 
pital. It is the beginning of activity designed to reintroduce 
the convalescent soldier to the idea of full duty. It is the 
second step toward his transfer to the advanced recondi- 
tioning unit, the annex. 

The annex does not come as a surprise to the patient. 
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His physical instructors have all been patients on the annex 
staff. He has heard about it from them, from the patients, 
from the camp newspaper, from his ward officer, and from 
programs designed by the educational reconditioning staff 
to orient him to the idea. 

On the day when he is transferred from the hospital to 
the annex, he is told that he is well, or that his operation 
is completely healed, that the remainder of his reconditioning 
is related to getting back to par and not to medical treatment. 

Still following Corporal R., we find him with a group of 
the other patients—ten to thirty of them entrucking for the 
annex. They are greeted by a noncommissioned officer, intro- 
duced to the C. O. of the company to which they have been 
assigned, alloted beds, and told what to expect of the annex 
and what is expected of them. 

Corporal R. asks questions. How about passes, K.P., guard 
duty, a furlough? Each question is answered. Passes are 
given to ‘‘bed check’’ at midnight every night—week-end 
passes from noon Saturday to ‘‘bed check’’ Sunday night. 
The patient will have duties commensurate with his 
rank. Furloughs are arranged only on specific medical 
recommendation. 

When first assigned for advanced reconditioning (Class I 
and Class I), patients are placed in ‘‘D Platoon,’’ and then 
graduate through ‘‘C’’ to ‘‘B’’ and finally to ‘‘A.’’ All 
aspects of the program are the same for each of the four 
platoons except for physical reconditioning. This is gradu- 
ated in intensity until the man in ‘‘A Platoon’’ follows a 
full eight-hour military schedule, including at least one 
fifteen-mile march. 

On Corporal R.’s first week of annex duty, he finds him- 
self doing barracks police, close-order drill, and calisthenics, 
and attending classes on first aid, map reading, military 
courtesy, and so on. 

In his second week—after a week-end pass, his first in over 
a month—he does much the same sort of thing, but for the 
first time as a member of ‘‘C Platoon,’’ he takes a five-mile 
march. 

The third week is much the same except that the calis- 
thenics program is increased, both in amount and in harder 
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exercises, and now with ‘‘B Platoon,’’ Corporal R. does a 
nine-mile march. 

‘‘Graduation’’ day is not far off for Corporal R., when 
he is told that he has been transferred to ‘‘A Platoon.’’ 
He now runs the standard 100-yard obstacle course, just as 
he will when he returns to his outfit. Physical-endurance 
tests are given him to test his strength, agility, and mus- 
cular capacity. He completes a fifteen-mile march, and, after 
a final, thorough check by his medical officer, he is released 
to full duty. With him goes a form which tells his command- 
ing officer that he has met the above physical standards. 

It should be noted that during this four-week period of 
advanced reconditioning, he has been seen at least weekly 
by his own surgeon. He has probably been in charge of 
numerous details and done one hour of guard duty on two 
different occasions. If he has had a social problem, he has 
been referred to the Red Cross social worker. Military 
problems are handled by his temporary company commander. 

As a noncommissioned officer, Corporal R. acted as a squad 
leader, so that those qualities for which he received promo- 
tion are not lost. Definite efforts are made to give noncoms 
such leadership responsibilities. 

The neuropsychiatric patient presents a different type of 
problem from that of our typical convalescent, Corporal R., 
if for no other reason than that he frequently is reacting 
to the very kind of environment that the annex represents. 
Since all neuropsychiatric patients, except those with sui- 
cidal tendencies or those diagnosed as psychotic, must spend 
a period of time at the annex, there is a separate platoon for 
the more severe cases. 

These soldiers are given a differentiated program of milder 
physical activity and selected military training, and are under 
close psychiatric supervision for varying periods of time. 

This transitional stage enables the neuropsychiatric con- 
valescent to move more slowly into the more normal military 
milieu. At the same time it provides an opportunity to return 
the too seriously ill soldier to the hospital for disposition 
without excess pressure upon himself or the larger group. 

When it becomes apparent that the neurotic’s symptoms 
are being alleviated either through environmental or thera- 
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peutic measures, he is then transferred into the regular 
platoons. 

Early diagnosis, recommendation for reclassification, and 
a protracted stay at the annex have managed to salvage for 
valuable duty a number of these soldiers. 

Another class of patient that has been given special atten- 
tion and study in this reconditioning program is the 
rheumatie-fever convalescent. 

At the present time there are 42 soldiers in this group. 
All of them were members of a mountain division recently 
transferred to Camp Swift. These men had been exposed to 
the extreme rigors of high altitude, low temperature, and 
the severe physical demands of mountain combat training. 
Some of them had been ill for months. They had been given 
long convalescent furloughs only to have the illness recur 
at home or when they returned. As a group they had spent 
many weeks in the hospital receiving complete bed rest. Their 
only controlled reconditioning reached them via broadcast 
method. They received no physical reconditioning. 

Almost to a man, these soldiers expected to be discharged 
from the army with a Certificate of Disability Discharge. 
They were an intelligent group and understood the implica- 
tions of the chronic aspects of their ailment. 

Psychologically, many were headed for a life of invalidism. 
Even in the mildest cases, there was an over-all picture of 
psychogenic factors all out of proportion to the psychological 
effects of their illness: complaints of severe heart pains, 
where electrocardiograph findings revealed a normal heart; 
severe joint pains, where X-ray studies pictured normal 
joints, and there were no observable signs of pathology; 
depressed states; mental lassitude. The psychosomatic 
picture was a distressing one. 

Under the cardiologist’s guidance, with reconditioning and 
psychiatric consultation, the following program of recondi- 
tioning was developed: 

The men were told they would not be discharged from the 
army. Then, as a unit, they were transferred to the annex 
to make up an entirely separate platoon. The patients fol- 
lowed a mild program that included rest, heliotherapy, hydro- 
therapy, mild exercise, limited drill, and military training 
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classes. Regular and frequent physical examinations were 
made by the reconditioning psychiatrist and weekly check-ups 
by the cardiologist. 

From within the group a noncom was chosen as platoon 
leader. 

At first these men were apathetic, listless, and noncodpera- 
tive. However, under the intelligent and skilled handling 
of a staff sergeant, with rheumatic fever himself, they began 
to act and to look like an integrated platoon. Extra milk 
and good food, and plenty of sun, exercise, and play began 
to show results. The men became more alert, more active. 
They were happier. Symptoms began gradually to disap- 
pear. In two months the men gained a total of 420 pounds, 
ranging from four to sixteen pounds per man. 

Each man’s background was compiled by a Red Cross 
social worker and analyzed by the psychiatrist. The final 
result was 39 men potentially able to do jobs of real value 
to the army, two men recommended for discharge, and one 
man whose future was undecided. 

The men were given twenty-one-day furloughs, with return 
for possible placement in new jobs. A recognition of the 
psychosomatic whole in this one class of patients may have 
saved for useful service 39 soldiers who would probably other- 
wise have been lost to the army, but, equally important, it 
probably saved 39 young and alert men for a more valuable 
civilian life in the post-war period. If there were no other 
gain, the revitalized outlook of these young men, all of whom 
had expressed marked fear of possible permanent invalidism, 
would be worth the efforts put forth. 


SUMMARY 


Reconditioning is the psychosomatic approach to the prob- 
lem of the convalescent soldier. It is the technique for com- 
bining educational (mental) and physical reconditioning in 
such a way as to return to duty a healthier and better oriented 
soldier. 

It is necessary very early in convalescence, when physio- 
logic rest has achieved its purpose, to break the soldier’s 
habit of being sick. This begins a chain of emotional 
responses to reconditioning. Some of these reactions result 
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because of the soldier’s attitude toward the army in general; 
some of them are related to what Dunbar has called ‘‘the 
secondary gains of illness.’’ 

Reconditioning saves important man hours for military 
duty. At the same time it is of value to the specific individual 


_for it relieves the boredom of convalescence, and tends to cut 


down on the ‘‘normal’’ introspection of the patient. 

Any reconditioning program must be flexible. The use of 
specialized platoons for large numbers of similar cases (e.g., 
rheumatic fever or neuropsychiatric) has been demonstrated 
as effective for the advanced section (Class I and II patients). 
Platoons for neuropsychiatric patients may be used both for 
group psychotherapy and as a preliminary stage for aceli- 
matizing these patients to a normal army environment. 

The reconditioning officer must recognize that a large 
number of patients have personal problems that slow down 
convalescence. These should be referred to the proper 
source for treatment. 

Imagination and originality, plus an awareness of the sick 
soldier as a total personality, are the essentials of any per- 
sonnel working with the convalescent soldier. With these 
as a background, the individual techniques of the program 
may vary, but it cannot fail to be successful. 





SOME SALIENT DYNAMIC FACTORS 
OF THE PASSIVE PERSONALITY 
REACTION TYPE 


MAJOR A. EISENDORFER, M.C. 
Chief Neuropsychiatrist, A.S.F.T.C., Fort Lewis, Washington 


i been function of the military neuropsychiatrist is to con- 
serve the strength of the armed forces; thus he is con- 
stantly called upon either to return the soldier to duty or to 
recommend his discharge. The question that must be an- 
swered is, Can this soldier be of further service to the army 
and in what capacity? To answer this question calls for a 
scrutiny of the soldier and his personality beyond the depths 
of the presenting syndrome. In fact, without a thorough 
study of the basic personality structure and the dynamics 
that determine the patient’s behavior, no adequate and sat- 
isfactory disposition can be reached. 

The classification of personality reaction types is a task 
filled with difficulties, for if one classifies finely enough, one 
will soon have a category for each patient one examines. 
Such a tendency may also lead to a substitution of pigeon- 
holing for a thorough study of the patient. The personality 
type herein described cannot but have impressed itself upon 
any neuropsychiatrist who has treated a large number of 
soldiers since the outbreak of the war. For descriptive and 
dynamic purposes, I have called it the passive personality 
reaction type. This type of individual may be with or with- 
out a manifest neurosis or psychosis, but he presents several] 
characteristics that, if thoroughly understood, help to give 
some insight into his capacity for adjustment in the military 
environment, 

Objectively, he may be a well-mannered, easy-going, ami- 
able sort of fellow, without any ¢ stinguishing characteris- 
tics, who may apparently have adjusted fairly satisfactorily 
in his civilian environment, but in a very restricted manner. 
Had he not been forced into the danger situation of the army 
in war time, the chances are that he never would have had 
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any serious manifest conflicts. He is the passive, compliant 
person who, in his quiet way, has almost always done what 
he has been told to do and for the most part has been quite 
contented. Before the onset of the manifest illness, his emo- 
tional responses are adequate and of moderate depth. There 
is no characteristic mental content. He is usually absorbed 
in his immediate surroundings, his job, his girl, his family, 
and his avocations. There is nothing of significance in the 
sensorium. Very often one will find some intellectual limita- 
tions, but not of an extent to interfere seriously with an 
adequate adjustment. 

This personality type usually has a fairly good grasp of 
his limitations and has been contented in the particular job 
he has been doing. He was quite content in his pre-war 
civilian environment, which furnished him sufficient protec- 
tion to enable him to maintain an apparently satisfactory 
repression of the unconscious pathogenic conflicts. However, 
the war, the draft, and service in the army, with all that this 
implies in war time, create a danger situation—a situation 
of helplessness before external danger—that serves as the 
traumatic factor in rekindling to activity the unresolved past 
emotional conflicts. This may precipitate a manifest mental 
illness. 

When one delves into the past history of these individuals, 
one cannot but be impressed with the similarity and con- 
stancy of the findings. The most significant characteristic is 
that of dependency—emotional dependency, inadequate, in- 
complete emancipation. Behind a facade of what might 
appear to be a satisfactory social adjustment, there is an 
intense dependency upon some one who, upon closer scrutiny, 
is usually a substitute for one or the other parent. 

The family history often is characterized by such factors, 
which lead to faulty basic identifications. 

In a well-adjusted individual, the basic identifications in- 
volve the incorporation of healthy parental figures to such a 
degree and in such confluent proportions that there is a mini- 
mum of inner conflict. In the healthy, well-adjusted male, the 
masculine identifications and all that they imply are domi- 
nant, and the feminine identifications are recessive. There 
takes place a maximum incorporation of the father figure, 
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with a complementary lesser incorporation of the mother 
figure. 

The growing boy is enabled to identify himself, consciously 
or unconsciously, with his father with a minimum of con- 
flict. His aggressive component impulses find their oppor- 
tunity for expression in the father figure. The conditioning 
and the expression of these impulses take place in a natural 
manner without too traumatizing a conflict. When the ma- 
turing process in the healthy male reaches the point of iden- 
tification with the father that calls for resolution of the 
(Edipus conflict, this takes place almost entirely through dis- 
placement upon objects of the external environment, via lit- 
erature, novels, the drama, and in play activities with surro- 
gate father figures and with a minimum of friction with the 
real father, the entire process being entirely unconscious and 
causing no manifest disruption in the usual activity of the 
growing boy. The boy idolizes his father and worships his 
mother, and his object choice becomes a mother substitute. 

Among the most common psychopathological findings in 
the passive personality reaction type is a family constella- 
tion that stimulates passivity and dependency. It is char- 
acterized by a reversal in the parental emotional patterns, in 
which the element of dominance, with its component aggres- 
siveness, is present in the mother figure and the reverse— 
passivity—in the father. Such passivity in the father is 
interpreted by the growing boy as a sign of weakness, and 
as the ensuing identification with the father develops such 
passivity or weakness, it becomes a cause for intense feelings 
of insecurity. 

Such a process may occur in various degrees of intensity, 
being dependent upon many coincidental factors. Very often 
such a father-deficit relationship is ameliorated by the pres- 
ence of a strong masculine figure in an uncle or a close friend 
of the family. The growing boy’s chance for healthy emo- 
tional development in such a milieu is dependent upon the 
degree to which a healthy father substitute is present. 

The aggressive, dominant mother is a most significant 
pathological factor. The result is a confusion in the primary 
identification patterns that leaves its imprint upon the 
emotional life of the individual. 

The dominant mother becomes the source from which are 
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derived those characteristics that normally are associated 
with the father—z.e., strength, aggressiveness, and domi- 
nance. The psychic confusion occurs when the growing boy 
finds these essential characteristics in the opposite sex—his 
love object, the mother—and when instead of finding in the 
subject of identification, the father, the strength, and so on, 
upon which to pattern his own development, he finds only 
passivity, which is interpreted as weakness. Instead of his 
being able to identify with a strong father and through this 
identification to gain the security and strength that go with 
it (thus being enabled psychologically to overcome such a 
substitute father figure and take the mother, bringing about 
a union of the sexes), his identification with a weak, passive 
father becomes a source of intense anxiety and insecurity. 

The end result of such a confusing emotional milieu is the 
pathological conditioning of the growing individual. He 
must find in his love object that strength so vital for his 
security, because it is lacking in himself. To be able to 
adjust with a minimum of anxiety, he must continue to be 
under the protective influence of the strong, aggressive 
mother figure, and once removed from such a milieu, intense 
anxiety and a manifest neurosis develop. 

In civilian life it was possible for these individuals to ad- 
just in a very restricted and protected environment. To 
most of them, any change is a trauma and drastic changes 
are a rarity in their lives. From childhood through school 
to work and marriage one can trace the constant elements 
of dependency and overprotection. 

It is easy to understand what an effect the war has upon 
such a person. For the first time in his life, he is drastically 
withdrawn from this protection, which he has always found 
so necessary, and is thrust into an unknown danger situation. 
To the healthiest, this is often a trying experience, but to the 
passive personality, it is often the precipitating factor in the 
onset of the not-so-deep-lying latent neurosis. 

Not only is the individual withdrawn from his protective 
environment, but another important factor faces him. He is 
thrust into an organization that confronts him with a danger 
he has taken the most careful steps to avoid—his own uncon- 
scious aggression. 

Not only is he confronted with the danger of external ag- 
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gression, which may be the cause of his death, but his own 
unassimilated aggression is stimulated. One of the reasons 
for his having sought the protective environment was to 
avoid not only external aggression, but also the necessity of 
becoming aware of his own inner aggressions, which this type 
of individual is incapable of controlling adequately without 
the most intense anxiety. In short, the introduction into the 
army is, for this type, a danger situation fraught with exter- 
nal and internal dangers of the severest sort. 

Yet another factor that contributes to intensify the danger 
situation is the concept of the severity of the authority to 
which these individuals will be subject. As they have no 
adequate concept of the reality situation into which they are 
being plunged, so they have no adequate concept of the true 
nature of the military authority. The authority of the strong 
father is unknown to them, and their response to this type 
of authority in the army is one of the most intense anxiety. 

These are among the significant factors that impair the 
integrative function of this type of organism. Their span 
of ego function is so restricted that it lacks the necessary 
adaptive resiliency or ‘‘adapacity’’—the capacity of the ego 
to accommodate the organism to a specific situation—to func- 
tion satisfactorily in any but the most restricted and pro- 
tected of environmental conditions. 

When removed from such a milieu, the paniclike reaction 
that is engendered cannot be contained by the organism’s 
integrative balance of control. An overflow into the vegeta- 
tive nervous system occurs, with the formation of the somatic 
equivalents of anxiety. 

In a series of fifty-three cases that were assigned to the 
writer while he was serving in a consultant capacity at the 
Tilton General Hospital, twenty-five manifested the charac- 
teristics of this passive personality reaction type. A brief 
description of two of these cases follows: 

Case 1.—This patient, a tall, awkward young man who spoke in a 
hesitant manner, stated he had always been somewhat shy, but never 
definitely nervous until he had been inducted into the army and con- 
fronted with the problems of a photography school. He then found 
himself unable to continue because of extreme anxious trembling and 
weakness. He had been inducted in July of 1942 and the anxiety 


became manifest in September. He was hospitalized at the station hos- 
pital, where a diagnosis of psychoneurosis was made. He was dis- 
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charged after a week and hospitalized again two weeks thereafter. It 
finally became necessary for him to leave the photography school because 
of his intense anxiety. 

He is the younger of two siblings, twenty-one years of age. His birth 
was normal. He had had the usual childhood diseases; he had always 
felt timid in the company of others; he had left high school because of 
‘“weak eyes.’’ After leaving high school, he had worked in his father’s 
store. Photography had become a hobby that had absorbed his spare 
time. He had had very little interest in the opposite sex, stating that 
he was too wrapped up in his hobby and his work. On the whole, his 
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FE life had been an extremely sheltered one with a minimum of adult 
ty responsibility. 
It is of interest that he worked with his father, whom he looked 


upon more as a brother and an equal. The father also was a very meek 
and timid individual, whereas the mother was described by the patient 
as being nervous and ‘‘a very dominating and aggressive woman.’’ 
There was no doubt in the patient’s mind as to who was the dominating 
personality in the family. The mother always had the last word and 
made all the significant decisions for all members of the family, includ- 
ing the father. 

It is significant that this ineffectual lad of twenty-one, who had led 
such a sheltered life at home, definitely not emancipating himself to 
adult maturity, should develop a conflict of such an intense nature when 
his responsibilities became identified with an activity of his own 
choosing. 
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Case 2.—This patient was referred because of intense anxiety and 
fears in the presence of physical symptoms for which there was no 
demonstrable organic basis. Prior to induction into the army, he had 
been a somewhat timid, but otherwise amiable, carefree, jolly sort of 
individual who had always got along well with others. Past medical 
history was essentially non-contributing. 

The patient was the only child of a definitely aggressive mother and 
a meek, ineffectual, ‘‘milk-toast’’ type of father. He had had four 
years of high school, and a year before induction he had studied music. 
He played the trombone and has been fairly successful in his profession, 
working in various dance bands and on occasions playing with an ama- 
teur symphony orchestra. He had socialized well and had many friends 
of both sexes. 

On being inducted, February 3, 1943, he became intensely anxious 
and subject to episodes of despondency. He failed in a very clumsy 
manner in the various tasks he had been assigned to do. He complained 
of an inability to concentrate, of intense homesickness. There were no 
other unusual characteristics about his mental content. He had an 
intense desire to remain in the army, but felt utterly incapable of carry- 
ing on. This case illustrates how a restricted, emotionally conditioned 
personality type who had been able to adjust satisfactorily in civilian 
life, became afflicted with a severe neurosis when confronted with what 
to him was a very intense, dangerous situation—.e., induction into the 
army. 
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The writer has now had the opportunity to examine a large 
number of individuals of this personality category at a re- 
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placement training center. Invariably they become afflicted 
with acute anxiety and depression, essentially a very severe 
nostalgia definitely transient in character, which for pur- 
poses of convenience has been termed acute nostalgic state. 
About 80 per cent of the individuals of the passive person- 
ality reaction type afflicted with this transient emotional dis- 
order respond to psychotherapy and are returned to continue 
in regular training. Most of these individuals do not have 
the desired characteristics for combat soldiers, but once they 
find their place in the army, they are capable of performing 
many useful tasks. 

The therapeutic procedure, basically, consists of the fol- 
lowing factors: A positive transference is developed, the 
passive, dependent aspect of the personality finding security 
in the strong, benevolent, authoritative figure of the thera- 
pist. He, by recognizing the patient’s dilemma, helps to 
bridge the chasm between the security of civilian life and 
the unknown aspects of the military. By stimulating the 
patient, by appealing to his ego ideal, his patriotism, and so 
on, he encourages the patient to make the attempt to begin 
training. 

After a period of exposure to the benevolent atmosphere 
of the therapist, many patients with moderate anxiety are 
able spontaneously to establish initial identifications with the 
army. The underlying anxiety and hostility are mitigated 
and the patient is enabled to have much in common with 
fellow soldiers. Many of these individuals want desperately 
to remain in the army and prove to themselves that they 
possess the degree of masculinity (‘‘guts’’) necessary for 
this task. They despise their passive, dependent traits, 
which seem to overpower them. 

These intense drives must be combated by the therapist, 
whose task it is to encourage the latent aggressiveness 
through the avenue of new identifications. This is done 
through the growing transference identification with the 
therapist—a medical officer. This identification is further 
reinforced by assigning to the patient at the earliest oppor- 
tunity some task of a military nature commensurate with his 
ability. This immediately increases his confidence and also 
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strengthens the initial identifications made with the therapist 
and the army. 

As the identification with the medical officer intensifies and 
as the patient finds himself capable of performing duties that 
seemed impossible at first, there is increasing acceptance of 
the situation and growth of ego strength. As the ego becomes 
stronger, the therapist demands increasing independence 
and activity from the patient. The increasing growth of the 
ego takes place with this actual participation. Thus, through 
the expenditure of energy in the various tasks that at first 
had the aspect of untenable situations of danger, the patient 
recognizes and combats the paralyzing passivity that in the 
past has constantly inhibited him. 

Eventually the transference is shifted to the line officer, 
whose function it is to maintain and to stimulate the growth 
of this rapport initially established by the psychiatrist. 

As the intelligent line officer develops an understanding of 
these problems, he anticipates the trouble of such personality 
types before the anxiety becomes so intense as seriously to 
impair the soldier’s efficiency. Many a potential psycho- 
neurosis is thus obviated. 

Psychiatry’s most effective contribution is in the field of 
preventive therapy, which in the military calls for the line 
officer’s recognition and understanding of the pre-neurotic 
conflict, and responsive action toward it. 


CONCLUSIONS 


Twenty-five of a series of fifty-three cases studied at the 
Tilton General Hospital, plus a significant percentage of 
cases studied in the consultation service at Camp Abbot, 
Oregon, were of the passive personality type. 

The significance of this personality type is manifold. It is 
important to recognize the existence of a large group of indi- 
viduals that fall into this category of passive dependent 
individuals with an _ intensified unconscious feminine 
component. 

This personality pattern is not difficult to recognize and 
understand if one is on the lookout for it. If these individuals 
can he detected early in their military career, before the 
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latent neurosis has become crystallized and a fixed part 
of the personality, then—without any undue coddling, but 
with understanding therapy—these persons can be placed in 
noncombatant positions, in which not only will they adjust 
well, but their initial anxieties can be overcome. 

Such individuals are capable of performing work that 
would be most irksome to the more aggressive. Understand- 
ing this problem will most certainly help the soldier meet 
constructively the problems presented, and better enable him 
to exert in each instance his full energy and resources for a 
maximum use in the war effort. 
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MENTAL ILLNESS AND FAMILY 
ROUTINES 


MARY BOSWORTH TREUDLEY 
Wellesley College 


T is estimated that mental illness occurs at some time in 
the life cycle of at least one family in every five in 
the United States. A great deal of thought has been devoted 
to the mentally ill member, but relatively little consideration 
has been given to the rest of the family who must live with 
him. Perhaps this is due to the general belief that persons 
suffering from serious mental illnesses are to be found only 
in hospitals. Even the most cursory survey reveals how 
far this is from the truth. We have no means of knowing 
just how many seriously ill persons are living at home with- 
out benefit of psychiatric care. But we do know that neu- 
roses, which may be as upsetting to family equilibrium as 
psychoses, are for the most part treated, if at all, outside 
hospital wards. In addition, psychoses may be slow to 
develop. Personality deterioration sometimes proceeds for 
months or even years before hospitalization is considered 
warranted. And family life has to adjust to that slow process 
of deterioration taking place in one of its members over a 
period of time. It was with the idea in mind that more 
should be known about family reactions to mental illness 
that this study was undertaken. 

As a basis for the study, one hundred and five records were 
studied, thirty-five from the files of a nonsectarian family- 
welfare society, twenty-two from a Jewish family-welfare 
society, and forty-eight from a large mental hospital. In 
all of the cases studied, hospitalization.for mental illness had 
taken place, though in a few of the family-welfare cases, it 
had been of brief duration. In addition, the writer spent 
one summer at Dr. J. L. Moreno’s experimental hospital, 
at Beacon Hill, Beacon, New York, coming to know inti- 
mately the relatives of one of the patients and less well 
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the families of other patients who were then or who had been 
earlier under care. 


The case records were selected primarily on the basis of 
their comprehensiveness, but varied in length from a few 
pages to almost two hundred foolscap pages of single-spaced 
typing. The material secured was of very uneven value. 
It did not lend itself to statistical treatment. For example, 
it is impossible even to state exactly the number of cases 
of mental illness involved, or to tabulate accurately the 
types of diagnosis presumably correct. In addition, the 
records in the main presented each case as it seemed to the 
social worker, and, therefore, reflected her understanding of 
it. Furthermore, because of the source of the material, the 
selection was heavily overweighted with cases in the lower 
economic brackets. In spite of all the shortcomings of the 
material and the need to limit the questions considered to 
those which it could reasonably be expected to answer, it 
has made possible an exploratory study of family problems 
arising out of mental illness. 


The family appears in the records as a going concern, 
with a daily routine determined in general outlines by the 
surrounding culture. It is that normal daily routine that 
the social worker is concerned with maintaining or—because 
the standards of the section of society that employs her 
usually differ from those of the section that she serves— 
with changing. She is, therefore, conscious of the obstacles 
that serious mental illness presents to the performance by 
the family of its specific day-by-day functions and to the 
attainment of its long-range goals. Because of the social 
worker’s preoccupations, her records show clearly how mental 
illness affects the patterning of everyday life. 


It is hard to generalize about the effects of mental illness 
upon a family because of the great complexity of the factors 
playing upon it, of which that illness is but one. It makes 
a great deal of difference, for example, which member is ill, 
because of the variation in importance of the contributions 
that each makes to the whole, and because of the relative 
ease or difficulty of finding substitutes for such contributions. 
A husband’s wages may come to an end when he becomes 
ill, but if relief rates are higher, the family may actually be 
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better off in many respects by reason of his incapacity. In 
general, the socio-economic status of the family colors in 
widely different fashion the interaction of its members and 
the way in which they respond to mental illness. 


The ages of the children when illness overtakes a parent 
also help to determine the effects of the illness. It is not 
always the younger children, however, who suffer most. The 
problems of adolescence may be greatly complicated by the 
illness of father or mother. Sex is of equal importance 
with age as a differentiating factor. If there is one generali- 
zation that seems established irrefutably by this study, it is 
that mental illness in a family tends to bear most heavily 
upon its adolescent daughters. 


The family as a going concern may be defined by describ- 
ing its shared activities. It is not accurate to say that a 
family is what it does together, but, at least while the family 
members are living at home, a study of family routines 
results in a good deal of insight into its common life. Fam- 
ily ties are forged and family traditions are built up in 
day-by-day eating and talking together, in meeting the emer- 
gencies of sickness or loss of income as a unit, in planning 
for short-range goals such as summer outings and winter 
coats, or for long-range goals for the children—completing 
their education, getting and holding jobs, and setting up 
families of their own. So the significance of mental illness 
may be seen, in part at least, through the description of 
its impact upon the daily routines of a family. 

One symptom characteristic of mental illness is the inability 
to fit into normal routines. This may be shown at one 
extreme in almost complete withdrawal from all social 
participation and at the other in aggressive attempts to 
block all activities initiated by other people. The basis of 
hospital management is a greatly simplified routine, but 
even to that many patients cannot adapt. Family routines 
have to follow fairly closely the pattern determined by our 
culture, if its members are to take any part in extra-familial 
society. The result, then, is a conflict between the socially 
prescribed behavioral patterns of the surrounding culture 
and the individual patterns of the sick mind. Since most 
families try, sometimes for long periods, to maintain the 
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routines normal for their own position in the social system, 
a whole series of conflicts arise and produce distortions in 
family living. 

One set of difficulties encountered by a family in which 
there is mental illness relates to the house in which the 
home is centered. Selecting an apartment, furnishing it, 
keeping it clean and orderly, and paying the rent and utilities 
fees present a range of problems difficult sometimes for 
normal individuals to meet and quite beyond the capacity 
of a mentally ill person. One young adolescent, not herself 
too well balanced emotionally, clung desperately to a house 
as an essential for her own development. Her mother— 
partly because of her own depression, partly probably also 
because of a desire to thwart in every way possible this young 
daughter, who resembled a detested mother-in-law—was 
unable to take the necessary first step of deciding on an 
apartment. When the choice was made for her, she could 
not unpack the furniture. In the same way she fought 
against taking each new action that was necessary if she 
were to set up a home. 


The difficulties that families meet more often, however, in 
relation to housing are somewhat different. In the first place, 
the mentally ill person tends to project his discomfort upon 
his surroundings. Either the apartment is too high up or 
too low down or full of ‘‘pested air’’ or in the wrong section 
of town. If he is paranoid, the neighbors may be spies or 
assassins or may menace under some other guise his peace 
of mind or his existence. In any case there is an urgency 
about moving to a new location, which in turn may prove 
to be satisfactory for a day or a week, but rarely for longer. 
The constant nagging and complaints if the family do not 
begin to pack at once are extremely difficult to bear. The 
second type of situation is one in which the patient, either 
through quarrels with the family, through the loud use of 
obscene language or other forms of obnoxious behavior, or 
through aggressive attacks upon the neighbors, so disturbs 
the public peace that pressure is brought upon the landlord 
to evict the family. In either case, the result is frequent 
moving, with its high economic cost and its disrupting effects 
upon the family’s outside associations. 
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Management of the home, especially if it is the mother 
who is ill, often proves extremely hard to arrange. There 
are illustrations of clean, well-kept, and well-ordered homes 
under such circumstances, but they are rare. If the mother 
is depressed, anything seems too much of a burden. Wash- 
ings are started and left in the tub. Cleaning and dusting 
are postponed from day to day. If she is confused, there 
is a great deal of activity, taking the form of hoarding all 
sorts of useless articles or polishing the same bit of brass 
a dozen times a day. If other members of the family are 
willing and able to take over the responsibility for the house, 
the patient often turns her energies to active resistance to 
whatever they do. Resistance may even be carried to 
the point of destructiveness, but few families tolerate for 
long the practice of breaking dishes, furniture, and windows, 
or tearing up clothing and bedding. There was one family 
in which even such results of psychotic episodes were accepted 
as less disagreeable than hospitalization, which indicates the 
lengths to which adverse valuations of hospital treatment 
may go. 

Any realistic study of family life discloses how much it 
is centered around food. Im no area does mental illness 
play a more unfavorable part. Indirectly, it contributes 
to malnutrition because it usually lowers the family income 
and thus cuts into the food budget. But its direct under- 
mining of the family health and morale around the dinner 
table is less generally perceived. If it is the mother who 
is ill, especially if the family income cannot be stretched 
to cover paid domestic service, the disturbances set up 
around food may be far-reaching in their effects. 

Feeding problems may date from a child’s earliest days, 
arising out of the fact that a mentally ill mother is not able 
to adapt to his rhythm of eating, or because her anxieties 
and fears are communicated to him through the act of press- 
ing the breast or bottle upon him or withdrawing it in eccen- 
tric fashion. In the same way, the atmosphere at the dinner 
table has a very direct effect upon the digestion of older 
children. Whether a mentally ill person sits quietly and 
dejectedly at his place, or repeats constantly his wish to 


1 This statement was drawn from Dr. Moreno’s experience. 
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die, or quarrels violently, or reacts with intense emotion 
to ordinary happenings, he is a disturbing element and makes 
of the meal an occasion to be looked forward to with appre- 
hension or avoided if possible. 

Then, too, food may be served at irregular intervals 
instead of at stated times. Unpredictability becomes a char- 
acteristic of what should be one of the most fixed of routine 
procedures. It is thus impossible to develop the regular 
feeding habits that are basic to good health and emotional 
stability. 

Furthermore, a mentally ill mother tends to have no energy 
that she can direct toward the planning and preparation of 
meals and, therefore, provides them for the most part from 
tin cans or the delicatessen; or she is lacking in judgment 
and possessed by erratic ideas which result in unattractive, 
unpalatable, and non-nutritious food, called accurately by 
the family ‘‘messes.’’ The failure to obtain the necessary 
minimum of food values would be sufficiently harmful to 
growing children if mental illness did not further complicate 
their problems. 

Emotional difficulties of many kinds develop around the 
preparation of food. To illustrate, in one case the mother’s 
depression brought her sister-in-law frequently into the home, 
but whether primarily to help out, as she claimed, or to 
abuse the patient was never quite clear. Any advantage that 
might have been secured through better prepared food was 
more than outweighed for the seven-year-old daughter by 
the tensions set up in attempting to defend her mother 
against her aunt. 

In another case, the father, a Greek and a one-time owner 
of his own restaurant, knew good food and bought it for 
his children, only to have it spoiled through his wife’s cook- 
ing. It was in a sense his professional pride that was hurt 
because he could not insure proper meals for his own chil- 
dren. Food, in this case, was the starting point for many 
of the quarrels that lowered the family status and barred 
the children from being socially accepted in the neighborhood. 

In another home the son was deeply disturbed by his 
father’s diabetic condition. Every mealtime brought his dis- 
turbance to the surface because the mentally ill mother was 
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unable to follow the rigid diet prescriptions. The boy could 
not silently watch his father eating food dangerous to his 
health, but his violently expressed objections were in turn 
upsetting to his sister. She was able to get rid of a serious 
condition of dermatitis only after family peace was restored 
by the mother’s hospitalization. 


‘‘Food is a weapon,’’ often used symbolically to express 
hostility. In one case, the marital friction that was the back- 
ground of the mother’s illness led her to serve food that 
the children liked and that her husband detested. He could 
never accept the situation, but always felt driven to protest, 
and constant quarreling was the result. 

The reverse situation was found in the case of a mentally 
ill mother who was most inarticulate and able to make her 
affection for her family apparent only through cooking enor- 
mous meals, which they in response were forced to eat, to 
their own physical discomfort. 

Sometimes food is used in conflict in extra-familial situa- 
tions. A mother with two daughters has for years been pro- 
vided by public or private aid with an income adequate for 
minimum standards of decency if properly managed. But 
she has never been willing to make any change in the food 
standards built up in the early and short-lived period of 
prosperity following her marriage. That less expensive food 
would be equally nourishing, and that ability to pay the rent 
and thus avoid frequent evictions would be a compensation, 
is an idea that she has never entertained. Instead, she 
engages in constant warfare to extract from agencies and 
individuals the high-cost comfort level in diet to which she 
is sure her family is entitled. 


Expressions of mental illness on the part of the father are 
less frequently, though occasionally, related to food. One 
man, an alcoholic, used regularly to get drunk just in time 
for such festivities as Thanksgiving or Christmas dinner, 
apparently in order to spoil the family’s pleasure in such 
occasions. 

In addition to quarrels about food, the family dinner table 
is also the center for many of the other quarrels that are 
so often the product of mental illness. Mealtime brings the 
family together and paranoid accusations start almost auto- 
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matically a round of recriminations. The constantly recur- 
ring pattern of family interaction is looked forward to with 
dread by sensitive children. It is little wonder that children 
with mentally ill parents lose weight and suffer from all 
sorts of digestive trouble; or that as soon as they are old 
enough, or even before, they run away from the home in 
which they have been unbearably unhappy. 


Sleep is as essential as food to family well-being and only 
less apt to be under attack by the mentally ill person. To 
start with the simplest interference with good sleeping habits 
and with the mother as again of primary importance, if she 
is mentally ill she cannot be a good disciplinarian, for dis- 
cipline, to be good, must be predictable. To establish the 
conditions under which young children go to bed at a regular 
hour every night in the year is beyond the capacity of such 
a mother. EKither her judgment of the proper bedtime for 
children is erratic, varying from night to night, or she is 
unable to persist in the support of going-to-bed routines. 
Fairly common, too, is the mentally ill person who cannot 
sleep at night and who keeps the family up or awake until 
he is talked out, or wakes them up when he is no longer 
able to sleep. 


Another way in which mental illness interferes with the 
night rest of other members of the family might be mentioned. 
There were several cases in which the mother, after she 
became ill, insisted on sleeping with one of her daughters. 
In one case the seven-year-old child became extremely nerv- 
ous, developing many night fears and great difficulty in 
getting to sleep. In another case, the first step toward the 
successful weaning of an older adolescent from overdepend- 
ence upon her manic mother was when she was persuaded 
to insist upon a room of her own. Behind a locked door 
she was at last able to sleep regularly, even though her 
mother continued to talk through the night on its other side. 

A much more tragic case was that of a daughter whose 
father insisted on sleeping with her. Her mother found him 
almost unmanageable and tolerated this particular situation 
as not too serious because he was impotent. But the nervous 
condition of the daughter and her inability to continue in 
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school were evidence of the strain this abnormal behavior 
imposed upon her. 


In another case, the wife refused to sleep with her psy- 
chotic husband. Crowded living conditions necessitated then 
that father and son sleep together. This situation proved 
traumatic to the adolescent boy and aggravated his difficulties 
in maturing socially. 

Another phase of family routine is the meeting of recur- 
ring emergencies, such as accidents or physical illness. Here 
again, the mentally ill mother is of major importance. What 
a mother can or cannot do is a function of the type of illness 
from which she is suffering. In many cases, devotion to 
her children persists through all her mental aberrations and 
she is able to muster the ability for their care. On the 
other hand, she may either object to all medical care for 
reasons arising out of her own illness, or she may be unable 
to follow even the simplest prescription of a physician, let 
alone to display the sustained energy necessary for a series 
of regular clinic visits or the intelligence to comprehend com- 
plicated instructions for dressings and dosages. One small 
boy is to-day suffering from chronic mastoiditis because his 
mother was unable to give him the meticulous care needed 
after a serious operation. In a number of cases children 
were placed in foster homes because their mother was unable 
to clear up some unfavorable health condition. 


While the father’s rédle is not so important, the fact that 
his own mental condition sometimes leads him to oppose 
proper medical care for wife or children puts another barrier 
' between them and good health. The part that mental illness 
plays in stimulating illnesses of many different types among 
other members of the family must be considerable, but is 
not revealed in this type of material. 


Home is a place that children leave to go to school. Mental 
illness may so play upon them that their effectiveness in 
school situations is reduced or it may relate itself even more 
immediately to those situations. While there are public 
agencies of control that act directly upon the child, the family 
plays an indispensable part in the support of school-going 
routines. Children in families in which there is mental illness 
miss school for a variety of reasons. For one thing, an ill 
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member tends to slow down every activity in the home. So 
dressing becomes a problem in the morning and inability 
to get to school on time often leads to truancy. 


Then, too, some children have to stay out of school to do 
the work that the mother is unable to do, or they have to 
remain at home to watch that she does not get into danger. 
One father who insisted on taking his wife from the hospital 
against the advice of the authorities was so afraid of her 
that he kept the children out of school for self-protection. 
Unless the child is ambitious, finds real satisfaction in the 
school setting, or at least has the habit of regular school 
attendance strongly ingrained, he is quite inventive in find- 
ing reasons for not going to school on any particular day. 
As in sleeping, firm and consistent parental authority is 
necesary to develop such habits and that is conspicuously 
lacking in the mentally ill. 


Younger children are often taken from a family that regu- 
larly fails to send them to school, though breaks in attend- 
ance may be academically serious without seeming to warrant 
such drastic interference with family life. It is the adoles- 
cent, however, who has passed the legal age for leaving, 
whose physical presence at school is most affected by mental 
illness at home. Sometimes it is just the indifference of a 
mentally ill parent that accounts for the abandonment of 
plans for an adequate education. Sometimes it is the open 
hostility directed against one of the children that is so often 
a characteristic of mental illness and that expresses itself 
through an attempt to block whatever the child does. That 
hostility occasionally, of course, builds up in the child a 
determination to carry through the threatened activity, 
instead of the passive acquiescence or search for escape with 
which other children respond to such accentuated parental 
aggression. 

It is difficult to draw any conclusions from the material 
studied as to the statistical relationship between the mental 
illness of parents and the school grades of their children. 
There were a few cases of brilliant achievement and others 
of absolute failure. Teachers at least were convinced that 
the difficulties with a good many of the children were created 
by their parents. Some of the ways in which mental illness 
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makes effective school work impossible can be indicated. 
Poor health due to lack of proper food and sleep is a severe 
handicap. Even if they can maintain their regular school 
attendance, many children find it almost impossible to do 
their ‘‘home work,’’ because of the noise and confusion cre- 
ated by manic patients. One high-school girl complained 
that her depressed sister followed her from room to room, 
watching her constantly, and that the persistent scrutiny 
made her too nervous to study. Children have to hunt for 
places to study away from home and are not always too 
successful in their search. 


Mental illness at home often arouses feelings of extreme 
anxiety, of guilt, of shame and inferiority, which follow a 
child to school. He projects upon the teacher the feelings 
that he dare not allow himself to express toward his mother, 
and thus finds himself blocked from carrying out class instruc- 
tions. The ill father or mother sometimes is unduly pre- 
occupied with what the child does at school, so that his 
marks and conduct are under constant scrutiny. In response 
he becomes too determined to do well and fails, instead. 
There were several cases in which a parent expressed so 
much fear about the child’s bad behavior, in or out of school, 
that the latter in self-defense assumed deviant patterns of 
the type so constantly suggested. 


On the other hand, school may act as an equilibrating force 
for the child, and the adjustment to it may be more success- 
ful because of the contrast that it presents to the home. 
Such an adjustment is possible, of course, only for children 
of fairly high intelligence, but it was surprising to discover 
the number who finished high school and even with honors, 
in spite of the tension and conflict in the homes from which 
they came. Often the adjustment was to the classroom only, 
and they took no part in the social activities of the school, 
but at least in one case the daughter of a much disturbed 
family was the most popular girl in her class. 

For some of these children, school offered a temporary 
escape from problems that continued to accumulate, but that 
had eventually to be faced. When the support given to their 
personalities by regular school routines was withdrawn, they 
proved unable to maintain themselves. High honors at school 
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are no guarantee of successful adjustment to the adult world 
of work and marriage. Careful study is needed not only 
of the relation between mental illness at home and the school 
achievement of the children, but also of their later success 
in maintaining emotional balance and adapting to the 
requirements of a competitive society. 


The play life of younger children is often seriously dis- 
turbed by mental illness. One father objected to any outdoor 
play for his three young daughters and was upset by any 
sound at all in the house. Their mother felt compelled to 
lock the children in a room for hours to prevent their annoy- 
ing their father, and she was constantly checking their 
laughter or any form of spontaneous activity. 

Outside the home, mental illness enters into recreation in 
at least two ways. There may be a negative failure in 
the codperation necessary to provide adequate play space 
and equipment or active resistance to the children’s enjoy- 
ment of community provisions, such as playgrounds, set- 
tlement clubs, and summer camps. Social workers are often 
disturbed because they realize the effects that constant asso- 
ciation with a mentally ill person is having upon children, 
and yet find themselves blocked in their attempts to counter- 
act such effects by more health-creating relationships. In 
most cases, the parents either refused or failed to take the 
steps necessary if their children were to participate. In 
several cases, however, they so played upon the child’s feel- 
ings that he voluntarily declined to join a club or go to camp. 
One mother created a situation in which her son felt com- 
pelled to go to church three nights a week and twice on 
Sunday. He, however, escaped from her control, with the 
firm conviction that moderation even in doing good was 
desirable. 


Much more serious is the fact that children are made to 
feel at a very early age the social stigma attached to mental 
illness. They are barred from the neighborhood play groups 
or teased and tormented unmercifully, with the cruelty char- 
acteristic of childhood. One young girl had bitter memories 
because the quarrels initiated by her mentally ill mother 
made her an outcast from all neighborhood groups. <A boy 
had to run after the police wagon that was taking his mother 
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to a mental hospital in order to pick up the clothing she was 
discarding. Not until the family moved again, did he escape 
from the jibes and taunts of the boys who had watched the, 
to them, amusing performance. 


The older age for beginning to work should mean increased 
capacity for self-defense against the attacks of a mentally 
ill relative, but that advantage has in part been balanced, 
especially in the decade from which this material is chiefly 
drawn, by the difficulty in getting work and in general by the 
highly competitive character of job-seeking and job-holding. 

Again, the relationship between mental illness in the 
family and vocational achievement can only be indicated. 
Getting adequate training is often economically and emo- 
tionally difficult. A great deal of social-work energy in these 
cases went into devising ways and means for such needed 
training and into giving the emotional support that enables 
an adolescent to go through with it. 

Mental illness sometimes takes the form of illogical oppo- 
sition to a particular job held by some member of a family 
or to his holding any job at all. One mother, for example, 
was convinced that if her daughter had not taken a W.P.A. 
job, she could have continued to receive a high income from 
Aid to Dependent Children funds, even though her children 
had passed the legal age limit. She, therefore, used every 
weapon to break down her daughter’s determination to hold 
a job and in addition visited her daughter at work and cre- 
ated so many scenes that the supervisor was forced to 
discharge her. 


Paranoia often turns a wife against her husband and drives 
her to defame his character publicly. At least one man in 
the group studied lost his job because his wife made so many 
accusations against him in front of customers that his 
employer was reluctantly compelled to let him go. The 
indirect effects of a wife’s mental illness in undermining a 
man’s confidence in himself and in sapping energy needed 
for the competitive struggle has yet to be studied. Its impor- 
tance is evidenced by the refusal of some husbands to take 
their wives out of the hospital because they felt unequal 
to the double strain of earning a living and caring for a 
partially recovered mental patient. In the same way, a 
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young English woman was so driven by the task of support- 
ing herself and her children that she could not face the bur- 
den of an ill husband in the home. Equally subtle and 
difficult to detect are the devices by which a mentally ill 
mother may seek to block her children’s attempts to become 
independent of her. 


Adults seem to be able to adjust themselves more easily 
to the adverse effects of mental illness upon their social 
relations outside the family than are adolescents. 


Girls, especially, in our culture tend to suffer the worst 
deprivations from mental illness, so far as social participa- 
tion is concerned. To them the home seems essential as a 
status-defining agency, if they are to take any satisfactory 
part in social activities. The basic character of the desire 
of the young girl for a home as a place to which she can 
bring her friends is evidenced by the desperate efforts that 
many of them make to preserve it despite the blocking by 
an ill mother. 


The desperation of the attempt is of itself, however, often 


self-defeating. Mental illness prevents the use of the home 
to support the girl’s status, partly because it so often inter- 
feres with the maintenance of attractive living quarters. 
Much more important, however, is the fact that the appear- 
ance and behavior of a mentally ill person is either unpre- 
dictable or predictably unpleasant. A young girl cannot bring 
her friends home if her mother is almost certain to insult 
them, or if she is sure to find her older sister sitting around 
in a bathrobe, silent and-glowering at her guests. 

The knowledge that it will never be pleasant to use one’s 
home as a social center creates a sense of isolation among 
adolescents. Boys in our culture resolve the conflict between 
home and society by running away, while girls tend to retire 
farther within the home and refuse to take any part in the 
life of the larger community. The connection between mental 
illness and this retreat from society is shown by the number 
of girls who give, as the reason for their withdrawal from 
normal social contacts with their own age group, that they 
cannot, because of it, entertain the friends who have enter- 
tained them and, therefore, they feel compelled to refuse all 
invitations. Some of them even go so far as to drop out of 
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all informal group life from the fear that eventually a situa- 
tion might arise in which they would be embarrassed by not 
being able to take their friends home. Such hypersensitivity 
is far from rare. 

The withdrawal from outside contacts and retirement into 
the home is particularly dangerous because it deprives the 
girl of the support for her personality that normal social 
interaction supplies and throws her into even closer asso- 
ciation with a mentally ill person. Unless she can escape 
through work or marriage, both avenues partially or com- 
pletely closed by her withdrawal, she is almost certainly 
doomed to some form of mental illness herself. 

As long as mental illness is as widespread as it is in our 
culture, there must inevitably be a fairly large number of 
people who are seriously ill and yet who are not hospitalized. 
More careful consideration, therefore, should be given to the 
problem of maintaining family equilibrium when such patients 
are at home. Personal relationships in many families are 
such that a satisfactory balance could not conceivably be 
attained, but other families could make use of knowledge 


and assistance if it were available. Case records might 
well be used, not as they have been in this study, to illustrate 
the distortions of family routines, but to throw light on the 
ways in which social work has succeeded in preserving the 
family balance, despite the heavy weight of mental illness. 









































THE FOSTER CHILD AND 
SEPARATION 


EMILY MITCHELL WIRES 
Merrick, Long Island, New York 


IFE may be regarded as a series of separations, the first 

being the physical severance of the infant from the 
mother. Weaning and walking are further steps on the way 
to self-dependence, steps in which the individual—even as in 
the last separation, death—must resign and leave behind 
certain ‘‘developmental phases of his own ego.’’ It is part 
of this conception of the life process that in birth the indi- 
vidual for the first time experiences fear; that this primary 
fear comes out of separation from the mother and is a fear 
of having to live as an isolated individual, a fear of ‘‘indi- 
viduation,’’ a fear of life itself. 


From this standpoint, the problem of the neurosis is a 
problem of separation, and the neurosis is a blocking of the 
human life principle itself, a failure in ability to endure 
release and separation, first, from the biological power repre- 
sented by the parents, and, finally, from the ‘‘lived-out parts 
of the self.’’ The recognition of his biological and psycho- 
logical dependence and the sense of a ‘‘love duty and debt 
of gratitude’’ result in a guilt feeling which in the neurotic 
opposes his own self-dependence, so that he cannot loose 
himself from the past.* 

Whether or not one accepts this account of their possible 
origin, it is plain that for the child there are elements of fear 
and guilt associated with separation from his parents. He is 
presented with a dilemma like that which confronts the 
orthodox believer, who must reconcile the presence of sin 
in the world with the concept of an all-good, all-powerful 
Creator. So the little child must reconcile just such a con- 
cept of his parents with what must seem like their desertion 
1See Will Therapy, by Otto Rank (New York: Alfred Knopf, 1936), Book I, 


Chapter 7, Separation and Guilt; Book II, Chapter 2, Life Fear and Death Fear. 
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of him. He must choose to believe that the cause of this evil 
is in them or that it is in himself. If he places the sin in his 
parents, then he is lost indeed—where is his help to come 
from? For to think evil of his parents is to destroy his 
concept of them. He, therefore, usually seeks the reason for 
their abandonment of him in his own unworthiness, and finds 
confirmation of this in his early angers, defiances, jealousies, 
with a consequent dread that he may have lost his parents 
forever. 

That this solution is not held consistently by the child, but 
that he wavers between self-accusation and accusation of his 
parents, is exemplified in the reported behavior of evacuated 
children. They often show great resentment against their 
parents, when the latter reappear for visits, or even behave 
as if they did not recognize their parents.’ 

Although life may, as we said, be thought of as a series 
of separations and changes, there is also much that is repe- 
titious in one’s life. A further meaning of separation can, 
therefore, be found by regarding it as a breakdown in the 
little child’s hard-won confidence in this repetitiveness of 
experience. Certainly a newborn baby is without such feeling. 
Each disappearance of his mother must be as if it were the 
end, and her reappearances at his moments of need must 
represent fulfillment beyond his rightful expectations. It is 
at this point in their development that little children show 
such hysterical delight in playing peek-a-boo, a delight that 
comes when fear is replaced by surprised pleasure as they 
see again their mother’s face, which had been hidden. 

It is only when a child has had many experiences of his 
mother’s return that he can enjoy anything like confidence 
that her disappearance does not, perhaps, mean the end. 
This assurance at first, however, extends only to such shorter 
periods of absence as he may have experienced; the question 
of existence or nonexistence in the real world is as yet beyond 
the young child’s emotional and conceptual comprehension. 
For the longer period of separation there can, therefore, be 
no certainty of his mother’s return, as there would be if he 
enjoyed a knowledge of the fact of her continuing existence. 


1See War and Children, by Anna Freud and Dorothy T. Burlingham. New 
York: Medical War Books, 1943. 
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Thus it is that when parents have died, little children act as if 
they had only gone away, and conversely, when parents have 
only gone away, the children behave as if they had died.’ 

It follows, of course, that separation can be better endured 
as the child grows older and becomes increasingly certain 
not only of the continuing existence of his absent mother, but 
also of her continuing affection for him. And his security, 
so founded, will not be as subject to threat from without. 
The little boy in Anna Freud’s nursery who was most sensi- 
tive to war dangers was one of the few who had not been 
actually bombed; whereas the children who had experienced 
bombing not only often met like situations without fear, but 
were able to extend their confidence to include comforting 
the frightened ones. This reminded me of an experience with 
my own child on an occasion when, in spite of myself, I could 
not hide my fears from him; whereas he at first looked sad- 
dened and perplexed, then suddenly brightened and said, con- 
fidently, ‘‘Don’t cry. J’ll take care of you!”’ 

It is necessary, however, to distinguish between behavior 
that rests on affectional security and that which results from 
the child’s conceptual immaturity—.e., his inability to 
understand, to foresee what separation will mean. Thus, 
foster children may talk gaily about leaving, may pack up 
their things, show anticipation and pleasure in the ride to 
the new home, and be credited with ‘‘not minding’’ the 
parting. Only later do they give vent to their grief or show 
their feelings in other ways. 

Little children—all of us for that matter—set great store 
by what is familiar, the value lying undoubtedly in its being 
the oft-experienced, the source of the child’s first feeling of 
confidence in life. Separation, no matter how much it may 
have in its favor, will always mean also the loss of much 
that has the value of being familiar. We express this by 
saying that the released prisoner misses even his chains. 
It is described feelingly in a story by Kate Douglas Wiggin, 
Tom of the Blueberry Plains, which tells how persistently 
an old man returned to his hut on the plains and to his 
deprived existence there—just as persistently as the well- 
meaning neighbors had him taken back to the comparative 


1See Freud and Burlingham, op. cit. 
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comfort of the poor house—until the time when he came 
back to find his home in ashes and turned resolutely away 
toward the woods to seek death by starvation there. 

So the child will cling to a bad situation, reluctant to leave 
it for a better, but unfamiliar one. Foster children show this 
by sometimes running away, back to the place of removal, 
or by trying imaginatively to reinstate the familiar past, or 
by attempting to find in the fearful present something that 
has been experienced before and to cling to it. Sometimes 
when a foster child is being changed from one home to 
another, he will beg the worker to let him come to live with 
her, instead. Or he will, as the journey proceeds, pick out 
landmarks and ascribe something familiar to them: this 
cemetery is where his grandfather is buried; these woods 
are where he once came for a picnic. Or he will start a train 
of recollections, seemingly unrelated to the present: ‘‘I 
remember when I was living with Mrs. Brown ...’’ and so on. 
A foster child once showed the depth of his dread of the 
unknown home to which he was being taken by asking if 
the worker thought that none of the people in the houses they 
were passing would take him in! 

It is, of course, not just at the point of separation that 
the child shows the value that the past has for him. Much 
of the subsequent behavior of the foster child can be under- 
stood as an expression of this value and of his feeling of loss 
and deprivation. One boy, both of whose parents had died 
when he was a very young child, was taken for a visit to his 
sister in another foster home and could talk only, and with 
great excitement, of having met a woman, a stranger, who, 
however, had recognized him. ‘‘And, oh, Mary, what do you 
think! She said she remembered us when we lived in the 
house with our mother!’’ 

It was after this that the boy’s difficult behavior began 
to be modified. It seemed it was not necessary that he should 
know the woman; it was enough that she should be able to 
recollect and thus reinstate for him the past which he could 
not recall and even about the reality of which he must have 
had his doubts. For the foster child the real tragedy of 
separation is often not his renunciation of familiar bygones, 
but the fact that consciously he never possessed them—not 
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just that his future is uncertain and unknown, but that this 
is true, too, of his past. 

Not only does the value that the child places on the past 
often operate against his accepting the foster home, but his 
reinstatement of the past will, of necessity, involve the 
unhappy, the ‘‘bad’’ side of it. He will reéxperience other 
situations that disturbed his security—including separation 
experiences—and he will tend to react to the new threat with 
the same behavior that has been established in meeting the 
past unhappiness. These patterns of behavior will also serve 
the child as a sort of testing out of the new foster parents— 
i.e., he will discover, he hopes, what is new, what is the same, 
in the present situation and will perhaps find out whether 
his old patterns still serve or whether he must make some 
modification of them. 


The notions held regarding foster-home placement were 
once about the same as those on the extraction of an aching 
tooth—some pain was inevitable, so the best way was to 
get it out and over with, and the quicker the better. The 
child was not told about what was impending until the last 
moment, or was not told at all and was ‘‘just taken for a 
ride’’ and deposited with the foster mother, the worker going 
off in haste, hoping that by her staying away long enough 
the placement would be given a chance to ‘‘jell.’’ For the 
same reason, visits by the parents were proscribed until it 
seemed that the placement was going to stick. 

We know now that it is not so much the fact of separation 
to which the child reacts unhappily or abnormally as it is 
the form in which the separation has taken place. The first 
‘ requirement for placement is that the child shall share in 
the knowledge of the reasons why placement is necessary. 
What one actually tells him will depend upon his age and 
intelligence, but except in the case of an infant, there will 
almost always be some element of the situation that can be 
made comprehensible to the child. Next, he needs time to 
form some acquaintance with the worker, time for her to 
become trusted and to serve as a familiar link between what 
he is leaving and what he is going to. He needs also to be 
helped to some understanding of what separation is going to 
mean to him. He should, whenever possible, have some 


CHIR IRIT scay oaltaes NS 














THB 


<— 








THE FOSTER CHILD AND SEPARATION 255 


acquaintance with the new home before the separation from 
the old one takes place. And, finally, he should have fre- 
quent, regular visits afterward by the worker, and by his 
parents if he has any. 

Thus to reduce the shock of separation and placement not 
only takes time, but requires from the worker a sense of what 
the child is experiencing. A worker, at the moment of having 
carried a young child into his new foster home, was obliged 
to leave him at once to attend to her car outside. She accord- 
ingly told him why she was obliged to leave and gave him 
her purse to hold, begging him to ‘‘take good care of it’’ until 
she should return ina moment. The child, who had started to 
cry, stopped his tears to clutch her purse tightly, as if finding 
in the possession of it the assurance that she was indeed 
coming right back. 


Another worker, having to find a new home for a small 
child who was already shy and fearful, accomplished his 
placement by spreading it over a period of several weeks, 
during which she made almost daily visits to the home. The 
first time, he was persuaded to come out to the worker’s car; 
the next time he got in it with her; at the next visit he was 
driven ‘‘just to the corner and back.’’ With each succeeding 
visit a new step was added, with the understanding before- 
hand as to just what it would be, just when the worker was 
coming again, and just what more would be asked of him. 
It was after he had made several visits with the worker to 
the new home that he was told that this was where he was 
finally going to be taken to live. But by this time the new 
foster mother was well known to him and he did not have 
to go through an empty period when he had given up his old 
foster mother and was without an acceptable substitute. 


Before a worker can expect to help a child accept separa- 
tion, it is necessary for her to know its meaning herself. It 
may mean all too little to her. She may see it only as remov- 
ing a child from an unfavorable situation to one that is, 
according to her adult standards, a better one. Or it may 
represent a chance for her to operate in line with her hateful 
feelings toward her own parents. It may mean vetting even 
with ‘‘bad’’ parents by depriving them of their authority, 
of their rights in their child. Such a feeling is likely to be 
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extended beyond the physical separation of the parents and 
child, and to express itself in efforts to bring about an emo- 
tional separation, too. A worker recorded her conversation 
with a foster child about his mother, ending up, ‘‘John no 
longer has any illusions about his mother,’’ wherein one could 
read her own satisfaction that this was so. 

Separation may, on the other hand, mean a denial, a refusal 
to the parents which the worker cannot make because they 
symbolize her own parents to whom she is still in submission. 
Or she may be so anxious a person that the decision to place 
a child may call for a degree of responsibility that she is 
unequal to taking until she finds herself ultimately obliged 
to do it, with added difficulties growing out of her delay. 

It is as important to know what separation may mean to 
the parents. Almost always the parent regards it as an 
implied reflection on him which he will resent in whatever 
way seems to him best calculated to prove his goodness—by 
finding fault with the care the child is receiving, by too- 
frequent visits and expressions of solicitude, and so on. 
Separation will also entail a deprivation of whatever to the 
parent seems inherent in parenthood—e.g., ability to show off 
the child, to boast about him, to punish him, to work out 
feelings on him and through him. Or separation may be 
acceptable to the parent as a way of punishing the other 
partner, or of punishing the child. He may consider it a 
welcome release from the responsibilities of the child’s 
economic support, or a release from parenthood itself, or 
from a distasteful marriage or sexual relationship. 

When it comes to the question, ‘‘To place or not to place,’’ 
workers are learning that the issue cannot be decided on 
the basis of the parents’ rejection. We realize that no human 
relationship is made up entirely of acceptance, and that 
placement is not going to be able to save the child from this 
fact. It is only when one has done everything to make sure 
that the odds are destructively balanced against the child 
that one can feel justified in effecting his rescue. 




















THE FUNCTION OF A PSYCHOLOGIST 
IN A PSYCHIATRIC CLINIC 


HELEN OEXLE PIERCE 


Psychologist, New York Hospital and Department of Psychiatry, Cornell 
University Medical School, New York. 


— material was presented at a staff meeting of psy- 
chiatrists and social workers of the Out-Patient Depart- 
ment of the Payne Whitney Psychiatric Clinic. Some of 
the members of that group suggested that it be made avail- 
able to other workers in the field, as it shows how the work 
of the psychologist fits into the work pattern of the clinic. 
Part of the interest in the paper arose from the fact that 
it gave to each staff member, who might refer only a few 
cases per year, an idea of the various kinds of case’referred 
to the psychologist for testing, and a picture of how the 
departments of pediatrics and of psychiatry find an intellec- 
tual evaluation of patients useful in diagnosis and treatment. 
The psychologist’s work in a psychiatric clinic varies with 
the organization of the clinic in which he works. In a child- 
guidance clinic, the psychologist administers various kinds 
of psychometric test to the child, diagnoses school problems, 
and, under the supervision of the psychiatrist, participates 
to some extent in the treatment of cases. In some state- 
hospital clinics with limited staff for the out-patient service, 
the psychologist often is called upon to work through both 
school and social problems directly with the patients. In a 
large general hospital, where there is only one clinical psy- 
chologist to serve a large staff of psychiatrists, neurologists, 
and pediatricians, the psychologist’s major function is to 
give psychological tests both to children and to adults, the 
psychometric report becoming a part of the record for the 
use of the physician or the psychiatrist, just as is a report 
from the neurology department or any other special depart- 
ment in the hospital. It is also part of the psychologist’s 
duties to teach the elements of mental testing to medical 
students during their period of training in the department of 
psychiatry. 
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Types of Test Used—The most widely used and the most 
generally useful test is, of course, the intelligence test. It 
measures the kind and amount of intelligence possessed by a 
patient. Without this information, the physician has no 
objective measure of the patient’s functional or potential 
mental level. It also gives an idea of the level on which 
psychiatric treatment must be based in order to come within 
the comprehension of the patient. In addition, the intelli- 
gence test reveals a pattern of special abilities or disabilities 
of mental function within the mental level, without an ade- 
quate integration and balance of which the patient cannot 
function consistently at the level indicated by the whole test. 

With the 1937 revision of the Stanford-Binet scale,’ it is 
possible to measure an I.Q. anywhere from average (around 
100) up to 170 or down below 25. Since it is now known that 
children with very superior intelligence often not only do not 
make outstanding successes in school and in life, but may even 
be prevented by personality handicaps from making use of 
their intellectual potentialities, the term ‘‘genius’’ is no 
longer commonly used in the classification of mental-test 
scores; those with very high scores are classified as having 
‘‘very superior’’ intelligence. 

When wide scatter is shown on the Stanford-Binet scale— 
that is, when the test shows successes and failures on more 
than six levels of the test—it indicates either specific abilities 
and disabilities or a picture of mental instability, the consis- 
tency of the test pattern revealing which. For example, if a 
child always fails in memory for digits or any other one kind 
of item at various levels, such failures are consistent and 
show a disability. If, however, he fails a certain type of 
item at one level, passes it at the next level, and fails it 
again on the level above, the test pattern is inconsistent and 
irregular, and ideational or emotional distraction may be 
causing an interference in his performance. This maz occur 
even when the child is as attentive as he can be at the time. 

An I1.Q. of 100, or 115, or 72, or whatever it may be is 
much more meaningful when you know the scatter of the test. 
If a child of ten has an 1L.Q. of 100 with a basal year (the 


1See Measuring Intelligence, by L. M. Terman and M. A. Merrill. Boston: 
Houghton Mifflin Company, 1937. pp. xi and 460. 
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first year at which he passes all the tests) at Year IX and a 
spread of three or four levels, his mental functioning is 
consistent with his actual age. But if he has an I.Q. of 100 
with a basal level at VII and a spread—that is, a pattern of 
successes and failures—up to Year XIII, he functions 
unevenly—good or even superior in some ways, poor in 
others. He may be failing some school subjects; or he may 
pass his school subjects and have poor reasoning in his 
social contacts, causing him embarrassment with his friends; 
or he may seem bright at home and dull in school, clues 
appearing in the pattern within the wide scatter of the test. 

On the Wechsler-Bellevue Scale of Adult Intelligence,’ 
which may be used both for adolescents and for adults, one 
obtains two scores—verbal intelligence by measuring essen- 
tially the same functions as on the Binet scale, with the 
addition of a section on general information accumulated to 
some extent since adults have left school; and performance 
ability (intelligence as measured by performance items). On 
this scale one looks for inter-test variation—that is, marked 
differences in the scores on the various items, either verbal 
or performance—and also for significant differences between 
the intelligence quotients shown on the two major parts of 
the test. A normal individual should test equally well on 
both parts of the test. Occasionally, there will be a marked 
difference between the two sections, one’s abstract verbal 
intelligence being higher than one’s performance ability, or 
the reverse. But the incidence of marked differences between 
these two scores is so frequent with the maladjusted and the 
mentally ill that certain patterns have come to be recognized 
as associated with certain types and degrees of personality 
maladjustment. 

It may be well at this point to describe the difference 
between a ‘‘verbal’’ and a ‘‘performance”’ test. Both tests 
measure fundamental intelligence, but with a verbal test it is 
necessary for the patient to use language. A performance 
test forms a valuable supplemental test for all patients, since 
it measures mental ability without the use of language and 
is a check on the verbal-intelligence test. But it is especially 


1See The Measurement of Adult Intelligence, hy David Wechsler. Baltimore: 
The Williams and Wilkins Company, 1941. pp. vii and 248. 
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useful when certain handicaps that prevent the administra- 
tion of a verbal-intelligence test are present. A performance 
test makes use of form boards, sets of pictures which must 
be rearranged to make sensible stories, colored blocks with 
which to copy designs, and ‘‘object assemblies.’’ The latter 
usually consist of a wooden mannikin which must be assem- 
bled; a wooden profile cut so that the eye, ear, nose, and 
mouth must be affixed; and sometimes a hand from which 
the fingers and thumb have been cut, so that it forms a puzzle 
of six or seven pieces. Designs to be drawn from memory 
are useful, as are other types of item that have been found 
to measure individual differences in mental ability without 
the use of language. 

The correlation between the intelligence of certain groups 
and their occupational status is known to be positive; that 
is, a group of day laborers has, on the average, lower intelli- 
gence than a group of professional men, for example. In 
this connection, it should be noted that it is a common fallacy 
to accept the mental level of one’s customary social or 
occupational group as ‘‘average’’ or ‘‘normal,’’ whatever 
that level may be, and to be unaware of the marked individual 
differences in intelligence that often exist in an unselected 
group of patients examined one after the other in the ordi- 
nary course of the day. 

In addition to giving intelligence tests, it is useful to 
measure school achievement in fundamental subjects like 
reading, spelling, and arithmetic, and aptitudes such as 
clerical, mechanical, musical, art, selling, nursing, engineer- 
ing, and other abilities. Manual dexterity can be measured 
and is related to all kinds of job in which speed and accuracy 
of arm, hand, and finger movements are essential. Such 
tests are helpful in making vocational recommendations 
within the capacity of the individual as indicated by his 
intellectual level and personality structure. Various tests 
are available to measure traits of personality. These tests 
are particularly useful in a psychiatric clinic to point out 
clusters of traits that may be related to certain forms of 
mental illness. 


How the Psychologist Uses These Tests——The cases re- 
ferred to the psychologist by the departments of psychiatry, 
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neurology, and pediatrics of a large hospital present prob- 
lems in which intellectual function and school achievement 
often play an important part. One of the most enlightening 
pictures obtained from a brief battery of psychological tests 
is the profile shown by comparing the chronological age, the 
mental age, the grade placement, and the grade level of 
actual achievement in fundamental school subjects. It is not 
uncommon, in any classroom of thirty-five or more, to find 
children doing several grade levels of work. Many will do 
the work expected of their grade, a few will find it too easy 
for them, and a few may find the daily work so difficult that 
they comprehend little throughout the entire day and never 
catch up with their classmates. 


The present tendency in education to have children stay 
with their own age group and to finish at least the eighth 
grade has resulted in a situation in which it is not uncommon 
to find children of defective intelligence groping year after 
year toward a goal in daily school progress that they can 
never achieve. At the same time, one often finds children of 
superior intelligence who, because of severe emotional dis- 
turbances, are unable to progress in school even as well as 
those children of only average intelligence who have better 
personal and social adjustment. 


Children who are unable to get along in school often are 
brought to psychiatric clinics, particularly if their poor school 
adjustment is complicated by psychosomatic symptoms, psy- 
choneurotic traits, or antisocial behavior. One of the prob- 
lems is to determine which parts of the total maladjustment 
are cause and which are effect. After giving intelligence and 
achievement tests, the psychologist can tell whether the child’s 
mental age is above or below his chronological age, whether 
his grade placement is right for his mental age even though 
it may be low for his actual age, and—what is equally impor- 
tant—whether his actual achievement in school subjects, like 
reading, spelling, and arithmetic, is up to his grade 
placement. 

A boy of twelve years of age may have a mental age of 
ten years; he may be in the fourth grade, but unable to do 
even fourth-grade work. Or one may find a girl of superior 
intelligence who is in the same grade as others of her age, 
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but is several years retarded in reading. Such a child not 
only is deprived of the intellectual stimulation warranted by 
her actual mental ability, but, in addition, she may feel 
inferior because she cannot read as well as others of her 
age. Her sensitivity to this situation sometimes leads to 
the development of the symptoms for which she is brought to 
the psychiatric clinic. 

If there are inconsistencies between grade placement, age, 
mental age, and achievement, the school situation may pre- 
sent a continual scene of discouragement and frustration, 
thus playing an important part in emotional, social, and 
(later) occupational development. The school picture may 
be a dominant cause of aberrant behavior, or it may be a 
contributing factor to the already existing tension and mal- 
adjustment caused by the home situation. 

The intellectual level itself may pose a problem—that of 
adequately using superior intelligence in a manner that will 
lead to a constructive stimulation and development of the 
intellect consistent with happy personal and social adjust- 
ment; or, conversely, that of determining in a defective child 
the amount of supervision, care, and training needed in view 
of the kind and degree of intellectual limitation shown by 
the tests. 


Selection of Tests for the Handicapped.—Many children 
have severe muscular or sensory handicaps and their intel- 
ligence is not readily judged from an observation of their 
behavior. Psychological-testing equipment can be adapted, 
to some extent, to testing handicapped children. If a child 
is deaf and does not talk, but can see well, he may be 
tested with a performance scale on which he may either 
imitate the examiner or grasp the nature of the problem from 
the puzzle pieces placed before him. If he can read, the 
instructions can be written out for him. If he cannot use 
his hands, but can talk, one can estimate the approximate 
mental age by his language development. If a child is blind, 
but uses speech, he can be tested by his use of language, 
his memory for words, numbers, and sentences, and his 
response to instructions. Reasoning items can also be given 
to him. If he is blind, and does not talk, he cannot be tested 
very well, as too few of the available test items can be given. 
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The important thing is for the examiner to give as many 
test items as the child can perform without being restricted 
by his handicaps, and to avoid those that will give an invalid 
score because he is unable to perform them in a way that 
will give a fair idea of his actual mental ability. 


Once a child’s interest is aroused and he responds willingly 
in whatever manner he can, the examiner can use various 
methods at her disposal to obtain the fundamental level of 
intelligence in spite of the handicaps. Granted that the 
full potential may not be measured, or that it may not even 
be developed because of restricted reception of stimuli and 
restricted opportunities caused by the handicaps, neverthe- 
less a mental test on a handicapped child often reveals his 
ability or lack of ability to be educated, whereas observation 
of his limited behavior often will not give the answer to this 
important question. 

In administering tests to handicapped patients, the exam- 
iner must watch for instances of performance that are incon- 
sistent with the total performance. If some parts of the test 
show normal intelligence and other parts show specific 
retardation, sufficient items must be given to enable the 
examiner to describe the typical functional level, as well as 
specific patterns of aptitudes or disabilities. An estimate 
can then be made of the part the handicap plays in the 
development and operation of the patient’s intelligence. 

The case material below has been divided roughly into 
groups that represent major deviations from normal or 
average mental function, but it will be recognized from the 
descriptions that school problems and emotional problems 
often overlap in the picture given by the tests, so that the 
examiner is testing for several factors rather than one. The 
pattern of test performance often reveals unsuspected 
sources of difficulty that are part of the total problem of 
adjustment. The brief presentations below do not cover 
the entire pattern of the tests given, nor do the stated impli- 
cations give a complete picture of the conclusions to be 
derived from the psychological tests. They serve, however, 
to give an idea of the varied patterns of test results obtained 
from cases in a psychiatric clinic. 
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Low intelligence.—A boy three and a half years of age 
mumbled to himself; had no control of urination or defeca- 
tion; and sat with his leg pulled up on the chair, playing 
with a shoe lace with one hand, sucking the thumb of the 
other hand, and swaying rhythmically back and forth. He 
apparently codperated as well as he could, but an 1.Q. of only 
15 was obtained. Thus he tested as an idiot. 

There seems little chance that this child will develop men- 
tally to a point at which he could benefit from the ordinary 
school situation, yet too definite conclusions cannot be made 
from any one mental test at any stage of development, and 
the boy should be retested from time to time to see whether 
there is any change in his rate of mental development. 


A girl of eight years, with a mental age of 3 years, 7 
months (1.Q. 45), placing her at the imbecile level of mental 
development, is very helpful and well-behaved at home. The 
family enjoys her and the mother has been able to teach her 
to do simple household tasks.. As this child has a real place 
in life, there would be little point in placing her in an institu- 
tion for the feebleminded, as she is already being taught 
the same useful tasks she would learn if placed with a group 
of children with the same mental limitations, and she is no 
behavior problem so far. As she is an imbecile with a mental 
age far below six years, she obviously cannot do even first- 
grade work at this time and should be placed in a ‘‘low-L.Q. 
room,’’ if one is available in the school near her. 

An unusually handsome boy, fifteen years and two months 
of age, was brought to the clinic in 1938. His LQ. then was 
67; tested again in 1943, it was 50. In 1938, his mental age 
was 6 years, 6 months; in 1943, 7 years, 8 months—a gain of 
only 1 year, 2 months in five years. It seems that this boy 
is reaching a plateau, as we all do at some age, beyond 
which his mental age will not increase. 

A seven-year-old child of normal intelligence would usually 
be in the second grade in school and would be doing work 
suitable for this boy’s mental age of 7 years, 8 months. 
This boy had been in school steadily for nine years. His 
actual school achievement showed that he had reached a 
grade status of 2.8 in reading and 2.3 in spelling. This 
shows how actual achievement tends to stay within the limits 
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indicated by the mental age, no matter how long the child 
may be exposed to a learning situation of increasing difficulty. 

In arithmetic he showed a grade rating of 4.0, but he 
achieved this only by the utmost effort, laboriously counting 
up on his fingers to get the answers. It was impossible for 
him to do arithmetic at fourth-grade level except by this 
slow, infantile process. 

This boy was so outstandingly handsome and yet so unable 
to earn his living by his intellect that it was suggested to 
the social worker that under his mother’s supervision he 
might become a model for a commercial photographer, thus 
earning some money by the use of his greatest asset—his 
physical appearance. 

Twins, seven years and three months of age, were brought 
by their mother, who objected to their being kept in 1-A for 
the third time. The mother felt that they ‘‘had no chance 
to learn’’ and stated that they became bored with the ‘‘same 
old reader’’ (which they could not read). Binet tests showed 
1.Q.’s of 67 and 62, mental ages of 4 years, 10 months, and 
4 years, 8 months, respectively. In other words, they were 
mentally below kindergarten level now and probably had had 
still lower mental ages when they had entered the first grade 
a year and a half earlier. If their mental age does not 
increase, their I.Q. will go down, and they will be placed 
eventually in the ‘‘low-I.Q. room”’ rather than in an ungraded 
room. It is easy to see that in this case the mother was 
unaware of the fact that these boys were actually retarded 
in mental development. 

An example of how valuable a performance test may be 
as an addition to the Binet is that of a boy of fourteen years, 
five months, whose school failures overwhelmed him, but who 
appeared to be of normal intelligence outside of school in 
his ability to use his spare time constructively, to hold part- 
time jobs successfully, and so on. Even his insight into his 
school limitations and the suffering it brought him indicated 
a mentality above that shown by his score on the Binet. His 
Binet I.Q. was 57 (high-grade moron), but on the Cornell- 
Coxe performance scale,! he had an I.Q. of 91 which is within 


1See A Performance Ability Scale, Examination Manual, by Ethel L. Cornell 
and Warren W. Coxe. Yonkers-on-Hudson: World Book Company, 1934. p. 87. 
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the normal range of intelligence. It is unusual for any one 
with an LQ. of 57 to feel sensitive and discouraged about 
his inability to keep up with his class, as this boy did. How- 
ever, testing showed that he had a real verbal learning inter- 
ference. His mental age on the Binet scale was eight years, 
suitable for the third grade in school (he was in the fourth 
grade, but wanted to be put in the sixth grade with the older 
boys) and on the performance test his mental age was 12 
years, 8 months. 

A case that was without inter-test variability, but that gave 
observers the impression of having average mental ability, 
possibly because of her cultured manner of talking picked up 
from her excellent home environment, was that of a woman 
thirty-one years of age, diagnosed as simple schizophrenia. 
Testing showed a verbal I.Q. of 78, and a performance I.Q. 
of 67 on the Wechsler-Bellevue Scale of Adult Intelligence.’ 
On no test was the score high enough to give the impression 
that her general mental level had dropped from a former 
level of function. The whole test picture indicated simple 
feeblemindedness combined with schizophrenia. It is difficult 
to tell whether her total test score was depressed by her 
mental illness, but at least the score checks with reports of 
her childlike behavior at home and previously in school, and 
checks also with her inability either to advance in school or to 
work for a living. 

Sometimes children live up to their mental-age expectancy, 
but are made unhappy and discouraged by criticisms at home 
and in school because they cannot keep up to the grade 
expected for their actual age. One such case was a boy of 
ten years, eight months, with a mental age of 7 years, LQ. 66, 
which classifies him as a mental defective, high-grade moron. 
His performance on the Cornell-Coxe scale was ten points 
higher than on the Binet test. Achievement tests showed 
him to be able to read at third-grade level, but spelling and 
arithmetic he could do only at second-grade level. He was 
in an ungraded room. A mental age of 7 years fits one for 
the beginning of the second grade, so this boy, instead of 
being goaded continually to do better, should have been 


1See Wechsler, op. cit. 
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praised for actually performing up to the level indicated 
by his mental age. 

A somewhat similar case is that of a boy of twelve years, 
one month, with a mental age of 8 years, 8 months, 1.Q. 72 
(borderline defective). He was reported to be slow in school, 
but, surprisingly, had never been retarded. He got C’s, but 
felt inferior to the others in his class who seemed so much 
brighter. He entered 7-A last September. Actual achieve- 
ment showed that he could spell well enough to enter the 
seventh grade, but in arithmetic and reading his achievement 
was only at fifth-grade level. This was one of the very 
unusual cases in which the child is functioning above his 
mental-age expectancy. Apparently this boy’s total environ- 
ment—at home, in school, and in situations outside of school— 
plus his own well-integrated and well-organized personality 
combined to enable him to perform beyond the level shown 
by his test age. 

Sometimes children fail subjects in school for reasons apart 
from intellectual limitations. Two brothers, one aged thir- 
teen and the other eleven years and nine months, were brought 
to the clinic to be tested, as both were failing in arithmetic. 
The younger boy had an L.Q. of 118; the elder an L.Q. of 99. 
It is possible that the older brother’s attitude toward arith- 
metic had something to do with the younger boy’s failing it, 
too, in spite of the fact that the younger boy had high average 
intelligence. In this case, it seemed clear that neither boy 
was failing in arithmetic because of a lack of sufficient 
intelligence. 


Low Average Intelligence.—Often a well-integrated child 
with low average intelligence can keep up to his own grade 
if he is placed in a section in which competition is reduced. 
Within each grade there usually are some children who per- 
form at average expectation; some who are dull, but not 
feebleminded; one or two who are definitely retarded; and a 
few who probably could advance more rapidly than the class 
if they had an opportunity. A heterogeneous group like this 
adds greatly to the burden of the teacher unless the children 
can be divided into sections, each with its own teacher, and 
can have learning material presented to them at approxi- 
mately the level and speed at which it can be absorbed by the 
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group. Large schools often make this kind of division within 
a grade, and since children with intelligence just below aver- 
age are usually slow learners, clinic recommendations for this 
group usually include the suggestion that they be placed in a 
slow section of their grade, if possible. This recommendation 
was made for a boy eight years and three months of age who 
had a mental age of 7 years, 4 months, I1.Q. 89. This does 
much to relieve the tension of slow learners. 


High Intelligence——One boy, thoroughly spoiled by his 
adult brothers and sisters and seven maternal uncles and their 
families, was seven years, nine months of age when tested. 
It was clear that he had a pattern of social development 
that would make it difficult for him to adjust on a codperative 
basis with children of his own age, since so many adults 
provided for his every need and wish. But in addition to 
the social ‘‘set,’’ he had a mental age on the Binet test of 
twelve years and an I.Q. of 155. His mother complained 
that he was ‘‘bored’’ with children. 

There was no question but that this child, who clung to 
his mother and stayed in the house with adults or alone with 
toys on the playground, needed psychiatric aid for emotional 
and social adjustment, to enable him to learn how to make 
friends and to get along with others of his age; but it is also 
possible, from the psychological point of view, that his very 
real intellectual superiority made even the school situation 
and his classmates seem dull to him. He remembered every- 
thing the teacher said and often commented, ‘‘You told us 
that yesterday. Don’t you know anything new?’’ 

It is possible that if this child were placed in a special class 
with other children as bright as himself, he would meet his 
first real competition and might—especially if psychiatric 
treatment were carried on at the same time—learn his first 
lessons as to how to make others like him, by engaging in 
special projects that would be of interest to him and to them 
as well. 

Another boy, with a chronological age of four years and a 
mental age of 5 years, 10 months, 1.Q. 146, stuttered very 
severely. His superior intellect, as shown by the test, gave a 
clue as to the type of treatment he could take, and it also 
might be a clue to his speech condition; that is, his rapid, 
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superior mental processes, combined with the limitations of 
verbal expression normal to a very young child, may have 
been a factor in initiating the severe hesitations, repetitions, 
and blocking that later made up the stuttering pattern. 

It is not unusual to find mental defects or retardation 
accompanying physical deviations from the normal, but occa- 
sionally physical and mental precocity accompany each 
other. One child was brought in at three years, two months 
of age. He had a deep, booming voice and a Herculean build. 
The medical record stated ‘‘premature puberty’’ and his 
physical size and build were that of a boy of eight years. His 
mental age was 4 years, 2 months, his I.Q. 132 (superior 
intelligence), indicating that his mental development was pre- 
cocious, too, although it was not keeping pace with his phy- 
sical development. 


Reading Difficulties Reading handicaps are sometimes so 
severe, in spite of adequate intelligence, that they form the 
basis of many serious personality problems in children 
because of the continual frustration that such handicaps 
cause in the daily learning situation. While some reading 
difficulties are apparently due to the learning situation—in 
that some children can learn to read by the word-recognition 
method now often used by the schools, and some cannot— 
other reading difficulties seem intimately related to psychia- 
tric problems. A measure of the degree of retardation in 
reading, as compared with age, mental age, grade placement, 
and intelligence quotient, is helpful, and recommendations for 
remedial reading are needed even when the child is also 
receiving psychiatric treatment, as this handicap does not 
clear up without special remedial reading aid. 

A girl, seven years, seven months of age, mental age 9 
years, 8 months, I.Q. 128, could not read even the simplest 
sentences. Her ability to recognize some capital letters in 
print and a few simple words gave her a reading grade 
suitable for the beginning of the second term in school. Her 
spelling was even poorer than her reading. It was recom- 
mended that she be taken to a remedial-reading clinic for 
special treatment of this handicap. 

An eleven-year-old boy with a mental age of 12, I.Q. 109, 
showed wide scatter on the Binet scale and was tense, anxious, 
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and withdrawn. He was totally unable to read. Although in 
5-A, he could read and spell at only the first-grade level. 
Obviously, this handicap seriously retarded his progress in 
all school subjects in which reading is needed, and clinical 
remedial-reading aid was urgently needed if he was ever to 
progress beyond first-grade reading ability. 

Another boy of thirteen, with high average intelligence, 
was in the eighth grade, but was painfully self-conscious 
about having only first-grade reading ability. Although he 
had tried for seven years, he had made no progress in 
reading. The two cases just mentioned show how seemingly 
impossible it is to clear up a real reading defect by effort on 
the part of the child, his parents, and his teachers without 
specific remedial-reading aid as given in a clinic, whose staff 
members are trained to give this treatment. 

A boy of eight years and nine months, with a mental age of 
9 years, 5 menths, has been kept in Grade 1-B, because he can 
read and spell only at first-grade level. Although in 1-B, he 
can do arithmetic at a level suitable for the middle of the 
second grade, indicating that if he were promoted, he prob- 
ably would progress normally for his age and intelligence in 
that subject. So far, he passively accepts first-grade place- 
ment, but is much older than the others; if he continues to 
stay there willingly, this represents a personality problem in 
itself. Remedial-reading aid and psychiatric aid are both 
needed by this boy. The teachers know that he has normal 
intelligence, but state that they ‘‘do not know what to do with 
him,’’ since he cannot learn to read. They specifically asked 
the clinic for recommendations as to whether to keep him 
longer in first grade or to promote him. 


Hearing Difficulties.—To show how well a deaf child may be 
tested when he is responsive and intelligent, we have the 
case of a ten-year-old boy whose speech, because of his 
inability to hear, was practically unintelligible. On the 
Cornell-Coxe performance scale, he had a mental age of 13 
years, 4 months, I.Q. 124, showing that he had superior intel- 
ligence. Comprehension was very rapid and superior. It 
was unnecessary to give verbal instructions, though they 
could have been written on slips of paper, because he grasped 
what he was to do as soon as the test items were spread in 








Seuiben ela ARO a si - = 


BPE Be 














; 
re 
: 


PILES 


acne asian 


5 ine RE i RRC OA AT» 








PSYCHOLOGIST IN A PSYCHIATRIC CLINIC 271 


front of him and eagerly went to work on them. At present 
he is in a school for the deaf and is being taught to speak. 

A girl, four years, three months of age, reported to be deaf, 
has developed quite normally although she has had no school 
training as yet. She was tested on the Merrill-Palmer 
scale * and showed an I.Q. of 90, without the benefit of verbal 
instructions. As she could not read, it was impossible to 
write them for her. This child should be placed in a school 
for the deaf. 

A boy, of nine years and eight months, reported by his 
mother to be hard of hearing and also ‘‘nervous,’’ showed 
no organic hearing defect when examined by physicians at 
an eye-and-ear hospital. The mother treated him as if he 
were incapable of doing anything by himself, and she seemed 
to have no idea of his superior intelligence. It was the opinion 
of the physician that the ‘‘deafness’’ was due to a ‘‘nervous 
condition.’’ Reflexes were hyperactive, according to the 
medical record. On the Binet test, the boy showed an 1.Q. of 
126 with a mental age of 12 years, 2 months. He is in 5-A, 
so shows no school retardation. The examiner had no diffi- 
culty in administering the Binet test to him because of his 
reported difficulty in hearing, as he seemed to hear the instruc- 
tions easily and correctly. Spelling, reading, and arithmetic 
on the achievement test were all up to grade. Thus it would 
seem as if the mother’s complaint centers around the emo- 
tional relation between herself and her son, and his reaction 
to her continually treating him as an infantile person, rather 
than on an actual loss of hearing. 

Occasionally one finds a child with a reported hearing 
defect whose inability to distinguish sounds is pronounced 
when whole sentences are presented, but not when simple 
instructions or single words are used. One girl, of five years, 
four months, could not be scored on the Binet due to ina- 
bility either to hear or to understand instructions, but when 
given the Merrill-Palmer scale, which is a performance test 
for pre-school children, she scored an I.Q. of 119, indicating 
high-average to superior intelligence. Interest, concentra- 

1See Mental Measurement of Preschool Children, With a Guide for the 


Administration of the Merrill-Palmer Scale of Mental Tests, by Rachel Stutsman. 
Yonkers-on-Hudson: World Book Company, 1931. pp. x and 386. 
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tion, and mental organization were good. In many respects, 
simple tests of hearing indicated her reception of sounds and 
single words to be accurate. She heard and used words, but 
sentences confused her. Her own accurate pronunciation of 
words contraindicated a severe degree of deafness. It was 
suggested that she might have a form of sensory aphasia and 
that training to overcome this handicap might enable her to 
make a transition gradually from the school for the deaf, 
where she is now, to a normal school situation, as her recep- 
tion of sentences as confused sounds rather than as mean- 
ingful material decreases. 

A boy, four years, three months of age, referred by the pedi- 
atrics department for suspected feeblemindedness, showed 
that he responded to sounds, but could not understand com- 
plex verbal instructions. Again, confusion resulted from 
sentences, yet he performed normally or at average intelli- 
gence whenever an item was given that he could understand 
without the need to depend on verbal instructions. The Binet 
was finally abandoned, as no valid score could be obtained, 
and the Merrill-Palmer test was given. He then performed 
well and obtained an I.Q, of 94. 

The mother reported that the boy’s father still pronounced 
sentences with poor or jumbled articulation, and had become 
very irritable because all his life he had been unable to 
understand the talk of various members of a group. This 
often made him angry at his work, so much so that he often 
quit his job because he became too irritable to stay. 

This child needed a special program of training, in an 
effort to educate him in spite of what seemed to be a form 
of sensory aphasia. He would be eligible for special help 
within the school system in New York when he was seven. 
Meanwhile, the child-guidance department of the public 
schools recommended that he be placed in a normal kinder- 
garten for social contacts. 


Uneven Test Performance.—One example of excessively 
wide scatter on the Binet test was that of a girl twelve years, 
six months of age, in the fifth-grade in school, who had a basal 
on the test at Year V. She failed one item at Year VI, two 
at VII, two at VIII, two at IX, three at X, two at XI, five 
at XII (her chronological-age expectancy), and all at Year 
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XIII. In other words, many items were failed through 
several year levels below her actual age and no items were 
passed above her age. The whole test added up to a mental 
age of 9 years, 2 months, I.Q. 73, classifying her as a border- 
line defective. 

Examination of the failures showed that all kinds of item 
were failed—similarities, maze tracing, vocabulary, rhymes, 
reading, reasoning. Thus the test showed a poorly organized, 
poorly integrated mentality with severe limitations. Although 
she failed a reasoning item at Year X, she passed the recogni- 
tion of absurdities in reasoning and a problem situation at 
Years XI and XII. Thus in common-sense situations in real 
life this girl might not show to the casual observer how men- 
tally retarded she really is. 

A young man of twenty-one, a university student, was given 
the Wechsler-Bellevue scale. He had superior verbal intelli- 
gence (1.Q. 121) with average-to-superior scores on each part 
of the verbal test, as against a performance I.Q. of 83, 
which is low average. His scores of 6 to 9 on performance 
items were all below average. The I.Q. of 83 actually is not 
much above the border-line level. Obviously, this young 
man’s practical intelligence, the use of his mentality on 
concrete problem situations projected in front of him, was 
much below his verbal, abstract mental ability. Examples 
of his performance follow: On the manikin, he first put the 
hands to the arm sockets and one foot in the leg socket. After 
seventy seconds he finished the figure with one arm upside 
down. On the profile, he had great difficulty, used much trial 
and error, and ended by being unable to place the mouth. He 
did not recognize the piece and did not see that a mouth was 
missing on the face. Finally he placed it, apparently acci- 
dently. On the hand, at first there was no recognition. Then 
he said, ‘‘What can this be?’’ After a pause, ‘‘The nearest I 
can get to it is a fellow sitting on a chair.’’ Finally he said, 
‘*Tt looks like a hand,’’ but when he stopped working on it, 
only two fingers were in position. He stopped before the 
time was up, unable to place the other pieces. 

One could anticipate great difficulty in placing this man 
satisfactorily on a job, with such malfunctioning of certain 
aspects of the mentality. When given the California Test 
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of Personality,’ he scored at only the fifth percentile in self- 
reliance, feeling of personal freedom, and freedom from nerv- 
ous symptoms; at tenth percentile on feeling of personal 
worth, feeling of belonging, and freedom from withdrawal 
tendencies. Total social adjustment was at the fifteenth 
percentile. Within this category he scored twentieth percentile 
for social standards, fifteenth percentile for freedom from 
antisocial tendencies, and first percentile for family and occu- 
pational relations. On community relations he showed eighty- 
fifth percentile—a high rating and the only one above the 
median except that in social skills, which was at the fifty-fifth 
percentile. 

He stated that the only time he is happy is in a social 
group, but he does not make good individual contacts with 
members of a group, cannot make friends, is unhappy with 
his family, is failing some of his studies, and cannot hold a 
job at present. The severe maladjustment shown by the 
personality inventory shows a strong cluster of traits con- 
sidered to be related to schizophrenia, and the personality 
test checks with the defective performance ability on the 
intelligence test in indicating the presence of a severe per- 
sonality disturbance. 

Another man, twenty-five years of age, showed superior 
verbal intelligence on the Wechsler-Bellevue scale (1.Q. 120) 
and low-average performance ability (1.Q. 82). He completed 
the manikin well. On the profile, he placed the eye, nose, and 
mouth correctly, but he put the two ear pieces together and 
placed them at the back of the head. Then he spent the rest 
of the time trying to place the head piece near the ear pieces 
at the back of the head. He did not notice the hole for the 
ear pieces and did not know that the pieces he put at the 
back of the head made up an ear. He though that the hand 
was a chicken. There was some random placing of the finger 
and thumb pieces to the main piece, but he never sclved this 
problem. Here, again, the indication of disturbance in per- 
formance on the intelligence test is clearly corroborated by 
the patient’s inadequacy in the work situation and also in 
personal and social adjustment, as shown by the history. 


1See Manual of Directions for California Test of Personality, Adult Series, by 
Ernest W. Tiegs, Willis W. Clark, and Louis F. Thorpe. Los Angeles: California 
Test Bureau. 
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One twenty-four-year-old man had high-average verbal 


and average performance intelligence. This difference is not 


great, but examination of the individual test scores showed 
defective scores on arithmetic and digits, picture completion, 
picture arrangement, and object assembly. The manikin 
was finished with one arm up; the profile features were com- 
pleted, but he could not place the ear; the hand was failed 
completely. Given a Kuder Preference Record,’ he scored 
very low on activities associated with the following cate- 
rories: computational, persuasive, social service, and clerical. 
He was average on mechanical and artistic, somewhat above 
average on literary and musical, and very high (ninety-sixth 
percentile) on scientific. It would be extremely difficult to 
find a job that would utilize his major area of interest 
(science) when he scores so low on other areas of activity 
related to scientific work, especially in view of the defective 
mental functioning shown by his uneven performance on both 
the verbal and the performance tests. 

One characteristic frequently found in psychoneurotic per- 
sonalities is a tendency to respond too hastily, to ‘‘jump the 
gun’’—that is, to answer before the instructions are fully 
given or before the patient has given careful consideration 
to the question. One young man of seventeen years showed 
high-average intelligence on the Binet test (IQ. 117). A 
description of his behavior during the test indicated that 
he is impulsive in thought, lowers the accuracy of his 
responses at times by careless answers, and thus tends to 
lower his L.Q. His potential intelligence probably is superior, 
although the level he is using at present because of his 
‘‘nervousness’’ is only high average. 

Wechsler points out that psychopathic personalities—or 
so-called ‘‘adolescent psychopaths’’—often do much better 
on performance than on verbal tests.” A waitress, twenty- 
three years old, had great difficulty in making social contacts, 
but was performing well on her job. Testing showed her 
to be a border-line defective (1.Q. 78) on the verbal tests, but 
to have a performance IL.Q. of 118, which is high average, 
almost superior. Thus her associates would be puzzled by her 

1 The Kuder Preference Record, Form B.B., by G. Frederic Kuder. Chicago: 


Test Service Division, Science Research Associates, 1942. 
2See Wechsler, op. cit. 
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seeming inability to respond to verbal items, like reasoning, 
understanding instructions, comprehending witty situations, 
and so on, when she probably performed her job of waitress 
in its manual aspects in a superior fashion and thus gave the 
impression of being ‘‘intelligent.’’ 


Changes in I.Q.—Sometimes retesting a child shows inter- 
esting changes in the I.Q. which can often be traced to impor- 
tant changes in the home or school environment, or in the 
child’s physical or mental health. One child, four years, nine 
months of age, had a mental age of 2 years, 11 months, and 
an I.Q. of 61. This was an increase of 16 points over her 
1.Q. of 45 obtained on a test the year before. Shortly after 
the first test, she had acquired a new foster mother who 
gave her the affection, care, and security that she had never 
had. Her general appearance greatly improved, and her 
health and speech development were much better at the time 
of the second test. It would be interesting to retest her at 
regular intervals to see whether her improved environment 
will lead to further increases in test intelligence quotient, 
even though there does not seem to be much hope at present 
that her intelligence will approach the normal range. 

Conversely, we have a girl, ten years, eight months of 
age, who had an I.Q. of 110 three years ago, but now 
shows an I.Q. of 100. Since she was first tested, her 
mother has died and been replaced by a stepmother whom 
the child hates and fears; in addition, she is bullied and 
frequently hit by an older sister. Under such conditions, it 
is not surprising that this child should appear to have 
regressed and that her intellectual level, as measured by 
the Binet, should appear to have been lowered. 

To conclude, it will be seen that even when the psychol- 
ogist’s work in a psychiatric clinic is restricted largely to 
the use of psychometric tests, it is closely related to allied 
fields in that physical condition and handicaps, emotional 
changes, educational retardation, and behavior problems all 
may affect the test results in some way. The report of the 
psychologist, therefore, often is used in a practical way 
as an aid in diagnosis and treatment. 
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MENTAL HYGIENE AND PHYSICAL 
EDUCATION * 


KARL P. ZERFOSS 
George Williams College, Chicago, IIilinois 


bg physical education a good worker has excellent oppor- 

tunities to help people grow into adequate, wholesome, 
and happy personalities. While this is true throughout the 
life span, it holds especially for the childhood and adolescent 
years. This is because of the very nature of physical edu- 
cation. It is usually informal; it involves others who are 
seeking similar goals; it calls out bodily responses that seem — 
to produce satisfaction and zest; it diverts one from some 
of the cares of the work-a-day existence; and it offers a 
chance for ‘‘belonging,’’ for security, and for accomplish- 
ment, so necessary for all. The ultimate purpose of physical 
education is not to develop health, strength, vigor, skill, and 
other such desirable results, but to lay foundations in them 
so well that people may rise on them to more effective 
living. 

While mental hygiene seems most clearly related to the 
socialization or educational phase of physical education, 1 
want to stress the fact that its principles apply to other 
phases as well. One cannot subscribe to one orientation in 
the socializing activities in physical education and to another 
in teaching skill, grace, endurance, strength, and health. In 
each instance the orientation is related to the same body of 
insights—that is to say, mental hygiene is not something 
added; it is an integral part of all that is done. 

While it is sound to hold that physical education has a 
unique job in addition to contributing to general educational 
objectives, it is not adequate to think of these as separate 
processes. The unique and the general contributions are 
made simultaneously. This notion flows out of the ideas of 
integration and organismic postulates now so widely accepted. 


* Presented at the National Physical Education Conference of the Y.M.C.A., 
College Camp, Wisconsin, June 27, 1944. 
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One cannot educate the physical adequately without proper 
recognition and use of the mental-hygiene approach. And, 
on the other hand, though the major objectives of life are 
proper socialization, adequate personality, character, and 
vocational competence, these cannot well be reached without 
a proper basis in biological foundations. 

All educators—including teachers, parents, group leaders, 
physical educators, and others—need to recognize the limita- 
tions of physical education as well as its possibilities. All 
development comes as the result of many forces interacting 
within and without the individual. One leader can do only 
so much within this group of forces. To recognize this fact 
may make him a better teacher, may relieve him of the strain 
of trying to be ‘‘Atlas.’’ Yet it should challenge him so to 
improve his philosophy, methods, and program that, what- 
ever his contribution, it may count for the most. 

In a recent study of the functions of physical education in 
higher education, the same idea is expressed thus: 











‘*. . . physical education that plays its part codperatively in further- 


ing the purposes of the institution is a vital force that may well prove 
indispensable. It is clearly impossible for any department (such as 
physical education) to be solely responsible for such objectives as these 
(health, preparation for leisure, character). No one of them is attain- 
able through a single department. . . . Physical education should 
contribute to the growth of the individual as an integrated personality 
by discovering the health and recreational and personality needs of 
each student and helping him to meet these needs through the activity 
program.’’ 1 





Let me present a few illustrations both of effective and of 
ineffective practice in physical activities as judged from the 
mental-hygiene point of view. These are actual situations. 
Some have been just recently reported and others came from 
some of my students in previous years. Not all are from the 
area of physical education. 

Ineffective Practice: 


‘*A New Year’s Open House was being conducted at which a gym- ; 


nasium exhibition was under way. A class of boys was divided into ; 
four groups, evidently without consideration of their skill. Each group i 
was to compete with the others in certain events, one of which was a 3 


eater ho" 


1From A Study of the Functions of Physical Education in Higher Education, 
by Louise 8S. Cobb. New York: Teachers College, Columbia University, 1943. 
p. 160 ff. 
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rope-climbing relay in which each boy of the different groups was to 
climb, in turn, a sixteen-foot rope. 

‘*The lead-off boy of one group was an oversized, fat youngster. At 
the starting signal, he tugged, pulled, and jumped to reach as high as 
possible, but he could never get more than two feet off the floor. There 
he was, trying to do a stunt without a semblance of success. He saw 
other lead boys ascending the ropes while he was holding up his group. 
His own mates were yelling: ‘Get going!’, ‘Out of the Way!’ and 
even slapping him on the back to give him encouragement. Finally, 
after the lead-off boys of the other groups had successfully climbed 
their ropes, he gave up and backed off to the wall in the rear. 

‘*The boy who followed ‘Fatty’ was skinny and wiry. He went up 
the rope like a cat and was down in a hurry. Our first boy looked 
toward the bleachers to see if some one had noticed his failure. He 
waited to get out of sight, slipped to the edge of the crowd of boys, 
and disappeared, comparing, no doubt, his skill with that of the others, 
conscious that some one whose opinion of his ability he cherished had 
seen his failure. There was evidence of emotional disturbance.’’ 


‘“Then there is the familiar scene. Boys lined up just before teams 
are formed. The two best players step out to choose their squads or 
teams. They haggle over the last few boys. Perhaps it’s ‘Fatty,’ 
whom neither wants, or it’s ‘Shorty.’ Or perhaps they both want 
‘Joe’ or ‘Tom,’ who may be harmed as much by being so sought after 
as are ‘Fatty’ and ‘Shorty’ by being rejected.’’ 


Effective Practice—Whenever one asks for illustrations 
such as these, usually he will receive only those that embody 
good practice. This is not because the ‘‘good’’ instances 
outnumber the ‘‘poor,’’ but because of our erroneous notion 
that only success is a good teacher. Life is made up of success 
and failure and each has its teaching function. <A _ well- 
documented failure can teach us more in this area than a 
dozen success stories, for then we might look carefully for 
the causes of failure and thus be prepared for our next 
experience. However, some illustrations of good practice 
follow, given in the words of the reporters. 

Around the physical examination both good and poor prac- 
tice may easily arise. In describing his experience with 
doctors administering the physical examinations, one physical 
director puts it thus: 

‘*Those [physicians] who have handled the situation well where heart 
defects were discovered, (1) attempted to learn about the person by 
asking the member many questions of an informal and indirect kind, 
especially about his previous health and exercise program; (2) sug- 
gested, by indirection and yet facing facts, the need for a gradual 


curtailment of the exercise program; (3) invited the member to ‘drop 
in’ from time to time and ‘be sure to see me’; and (4) pointed out 
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to the physical director just what was involved in the case, which led 
to a clinic session for discussion of the man in question. In situations 
that were poorly handled the examiner was blunt and tactless, not 
attempting to break the news easily nor trying to find out the kind 
of person he was dealing with.’’ 


‘‘In my various gym classes at the Y.M.C.A., I come into contact 
with many boys and men who have physiological differences which cause 
me to vary my technique in dealing with the groups, so that the indi- 
viduals concerned will have pleasant experiences. In the case that I am 
going to describe there were several conflicting factors in the boy’s 
life that had to receive consideration. 

‘*Henry was a boy whose muscular codrdination was very poor and 
as a result he was inadequate in class activities, which made him the 
object of much ‘kidding’ from the other boys. His family relations were 
not altogether pleasant, and he seemed to be emotionally disturbed. 
His parents ‘babied him,’ and his older brother ‘bullied’ and occa- 
sionally beat him. In an effort to aid the boy, I tried as much as 
possible to give class activities which would aid in his development 
and still have a program that the rest of the class would enjoy. Simple 
gymnastic drills, track work, and games made up the major portion 
of the gym period. 

‘*Henry began to improve slowly and now takes an active part in all 
the class activities and is above average in all of them. Previously 
the rest of the boys used to push him around, and he offered no 
resistance. He takes care of his own interests now. I have talked 
with his older brother and tried to explain to him why he should not 
‘bully’ Henry, and it seems to have met with some success. I have 
been unable to talk with his parents, however. My feeling is that 
Henry has become a different person in the last six months, having 
learned to swim and take part in the gymnasium activities so that he 
gets satisfaction from them. I feel that my efforts in this instance 
were well rewarded. ’’ 


‘‘Frank was just an ordinary boy of fifteen. He came to camp 
with one thing in mind, and that was to fish. He had his rod and 
reel, tackle box, and the enthusiasm of a veteran fisherman; but he 
knew nothing about fishing. Fishing was not very popular with the 
campers, so no provision had been made for instruction and equipment. 
However, the leader set about to see that Frank was taken care of. 
The procedure was to help him to develop a program for himself, so 
that he would get both personal satisfaction and a sharing experience 
with his group. The end result was that Frank had his opportunity, 
learned how to use the equipment that he had to the best advantage, 
learned something about the habits of fish, constructed a creditable 
minnow trap and a minnow box for the use of all campers, was able 
to draw other boys to himself, and, best of all, learned how to swim 
well enough to pass the boat test so that he could take a boat 
out alone.’’ 


‘*Joe came to my calisthenics class in search of exercise and better 
development. He carried a cane and had a noticeable limp. I inter- 
viewed him and found that he had had infantile paralysis. I recognized 
the fact that success in the calisthenics class would offer him limited 
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satisfaction, as most of the moves were impossible of execution because 
of his badly withered leg. I talked him into visiting our gymnastics 
class and pointed out that he might do well in a less formalized 
situation where I had been giving more individual attention and where 
arm strength, trunk strength, and shoulder girdle strength were very 
important. He entered the class. I watched him carefully, because 
his bad leg necessitated much more ‘spotting’ than the other members 
of the group required. Contact with his doctor was maintained through 
his parents. The boy greatly improved, putting on muscle and showing 
unusual bodily strength. He has not used his cane this year. Whether 
this is because of a psychological or a physiological change, 1 don’t 
know. His parents say that he has become considerably more enthusiastic 
around the house. At the beginning, the boy could not drop a foot 
without a sickening jar. Now he flies off the horizontal bar ten or 
fifteen feet away to a graceful landing on the mat.’’ 


‘*Tom was quite skilled in tumbling, but always misjudged his 
distance in doing exercises that required a run. On investigation I 
discovered that he could not see very far ahead of himself. Conse- 
quently, he would often perform his stunt before reaching the mat. 
I made marks on the floor three feet apart. The boy could then run 
and count the marks as he passed them. As he passed the third mark, 
he would take his spring and do his stunt without missing the mat.’’ 


‘*Dick is small for his age. To compensate, he makes a lot of noise 
and causes considerable trouble. I saw that in his group he was 
becoming disliked for his actions, so I decided that he should have 
some other way of getting recognition. He is quite skilled in tumbling, 
so I made him coach of the Junior Tumblers. He has turned out 
to be a fine leader and helper and to some extent is improving in his 
actions in his group.’’ 


‘*Harry had a great imagination. He would magnify every story 
that he told. On investigation I discovered that he felt inferior 
because of his size. I requested his group to bring in some smaller 
boys to their club. This was done and he felt more at ease. Consequently 
his lying cfased.?? 


Opportunities—Some may want to know just where and 
when the opportunities to apply the insights just discussed 
arise in their work. In general, the answer is wherever one 
has contacts with people, individually or in groups, especially 
where issues and contingencies—not necessarily difficulties— 
arise. It is certainly not only when people are in trouble, 
although such occasions often present excellent opportunities, 
for there are the other levels of prevention and enrichment 
to which one must give attention. 

Some years ago a study was made in the Y.M.C.A. that pro- 
vided evidence on this question. A list of thirty situations 
was developed at this time, including such occasions as 
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‘enlisting new members,’’ ‘‘enlisting leaders,’’ ‘‘employing 
and discharging personnel,’’ ‘‘giving physical examination,’’ 
‘*preseribing exercise,’’ ‘‘giving sex information,’’ ‘‘lending 
and collecting money,’’ ‘‘securing jobs,’’ ‘‘giving vocational 
counsel,’’ ‘‘conducting gym classes,’’ ‘‘carrying on discus- 
sions,’’ and so on. Recently I talked with a secretary who 
was interviewing applicants for a staff position. In one 
interview with a returned service man, he saw at once that 
the soldier could not fill the job. However, he listened to 
this man’s story so well that, upon leaving, the soldier said, 
‘*Say, this is the first time any one has treated me this way. 
It has helped a lot.’’ Here was a chance that a good coun- 
selor—or, let us say, a good secretary—could not overlook. 

In 1942 a study of mental-hygiene problems among boys 
and girls in a high school was made by a group of women 
and men instructors of physical education.* It indicates 
specifically the ways in which counseling issues came to atten- 
tion. In all, there were thirty-seven such occasions. These 
listings were a combination of situations in which issues came 
to light and of symptoms pointing to more basic difficulties. 
Here are a few of the occasions noted that indicate opper- 
tunities seized upon by these instructors: ‘‘through a girl’s 
affectation of masculine mannerisms and type of dress and 
her obvious attempts at physical contacts with more feminine 
girls’’; ‘fin a conference with instructor of a health class, 
following a class discussion of boy-girl relations’’; ‘‘through 
the teacher’s investigation of excuses, involving a check on 
the girl’s physical health’’; ‘‘in the football coach’s investiga- 
tion as to why a boy suddenly stopped coming to football 
practice’’; ‘‘in the parent’s appeal to the physical-education 
staff for help.’’ 

Most of the occasions here are individual in nature, but the 
insights of which we have been speaking apply just as clearly 
to group situations. And, of course, group concerns inter- 
relate with individual ones. A good physical director handles 
his classes well and soon the members begin seeking him out 
for individual conference. Or another may do a poor job of 
class management, which will cut down his chances at indi- 


1See ‘‘A Project Study of Mental Hygiene,’’ by Margaret Leonard et al. 
Journal of Health and Physical Education, Vol. 13, pp. 76-77, February, 1942. 
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vidual contacts or will bring people to him with attitudes 
difficult to handle. The able leader looks to his classes and 
clubs as ‘‘good medicine’’ for those with whom he is working, 
which is a point requiring further elaboration. 


CONCLUSION 


Physical education, together with other such forces in the 
world to-day, has a significant job to do. It will need to make 
its contribution to the rehabilitation of men and women torn 
asunder by the war. While no doubt those physical directors 
who are properly trained will be called upon to assist in 
certain physical correctives, the major portion of their con- 
tribution will be directed otherwise. They will be able to 
welcome men home, to offer them a chance for recreation and 
relaxation and for fellowship in congenial surroundings. 
They will be able to aid them to participate voluntarily in 
activities suited to their individual wants, needs, and tempo. 
The physical director will be participating in a process that 
is the opposite of that of their induction. For those who have 
had painful emotional experiences, the second process may 
be much more difficult to facilitate than was the first. The 
physical director should provide time in his schedule for these 
men—time to talk, time to be friendly, time to help them fit 
into civilian life again with as little jar as possible. No new 
psychology is needed to do this special work. Properly inter- 
preted, the insights that are sound for a normal program 
will apply in rehabilitation. 

This, however, is not the major task of physical education 
to-day, as it must work with new life ever pushing into being. 
And it should be concerned that a similar holocaust does not 
come upon us again. Important as rehabilitation is, we must 
see the wisdom of something beyond an ambulance service 
devoted to cleaning up the human débris of ever-recurring 
conflicts. 

Lawrence K. Frank has said: 

‘*Mental health and democracy are goals to be achieved anew by 
each generation which must give its children a faith in human nature 
and a courage to live with love and understanding that can be trans- 
mitted only by warm, intimate human relationships. If each generation 


will strive to free its children from their emotional handicaps and 
personality distortions and bid them go forth to live fully and sanely, 
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mental health and democracy will be secure. A program of mental- 
health education must enlist families and schools, and all other agencies 
for human guidance, in a united effort to protect and cherish the 
personalities of all children, if we are to realize our human 
potentialities. ’’ 1 

, , : , 

What an opportunity men and women in physical educa- 
tion have to-day! The job is as important as practitioners 
make it. To do it well requires the best in personality, train- 
ing, knowledge, skill, and insight one can offer—not alone 
insight about the body, the acquiring of which constitutes a 
major accomplishment, but insight also about the psycho- 
logical and cultural nature of men and groups. It requires 
a skillful blending of theory and practice into the difficult, 
but engrossing art of human engineering. 


1‘*The Reorientation of Education to the Promotion of Mental Hygiene,’’ 
by Lawrence H. Frank. MENTAL HYGIENE, Vol. 23, October, 1939. p. 543. 





SIGNIFICANT SYMPTOMS IN THE BE- 
HAVIOR OF YOUNG CHILDREN: A 
CHECK LIST FOR TEACHERS 


LILI E. PELLER 
Lecturer, City College, New York 


| consulting nursery-school teachers, the writer has noticed 

that even a skillful teacher in her reports sometimes omits 
behavior items that are indispensable for an understanding 
of the child. Not that the reports are usually too short; 
besides relevant observations, they contain descriptions that 
are correct, yet of no help in the way of giving insight into 
the motives of the child’s behavior. 

Thus the plan arose to compile a ‘‘check list’’ of behavior 
items that are frequently significant. In writing a report the 
teacher would consult this list and include all those areas in 
which a child ranked high or very low, omitting those in which 
his behavior seemed near the average. 

In the course of a seminar, a number of experienced 
teachers wrote reports of individual children. Afterwards 
they were given the first draft of the check list and asked to 
reorganize their reports. At the same time they changed, 
added, and canceled items on the list. The endeavor was, 
throughout, to keep the list reasonably short. Case his- 
tories become unwieldy if loaded down with details. A 
written report can be only the starting point of a discussion 
and for this most reports are too long. 

The list swelled from about 70 items to 150 and was sub- 
sequently reduced to about 100. The rewritten reports indi- 
cate that the list is helpful to teachers. 

Although primarily planned to give a behavior profile of 
a child to a psychologist who has not yet seen the child, the 
list has also proved helpful to teachers in writing semiannual 
reports for their school records. If used for the latter pur- 
pose, a number of descriptive items should be added. 

We hasten to define the limitations of the list. 
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It is definitely not ‘‘foolproof’’—that is to say, it cannot 
be used successfully by a poorly prepared teacher. It has 
the rather modest aim of reminding the teacher what to 
include in her report. The list is not a substitute for training, 
experience, or perceptiveness; it brings the child’s behavior 
into sharper focus—that is all. 

It is not an objective compilation of data. It will not be 
useful to any teacher, irrespective of his educational philos- 
ophy. It is based on certain assumptions about the causative 
factors in human behavior. The growing number of educa- 
tors who think in terms of a dynamic psychology will find it 
helpful, while adherents of the school of habit training will 
find it quite lacking. 

The educational philosophy underlying the list may be 
stated briefly as follows: Children tend to be nonconformists 
for several reasons. First, children need to experiment. In 
the process of growing up, it is necessary for the child to 
find out how it feels to do things ‘‘the other way,’’ how it 
feels to ‘‘be bad.’’ Such misbehavior is characterized by its 
sporadic occurrence—it is here to-day and gone to-morrow. 
The waves are smooth, and in all probability there is a whirl 
at another spot. 

Another wide range of minor problems in a group of 
young children arises from the limitations and shortcomings 
of the program. There may not be enough space for an 
active group of youngsters, or there is not enough equipment, 
or the teacher has not enough imagination, and so on. In 
~such cases several or many children will be troublesome—not 
an individual child only. Thus the teacher knows where to 
look for amendment. Or the program may be all right for 
the majority of the children, \yet not do justice to an indi- 
vidual child; For instance, a child may have joined the 
group later than all the others and have a hard time in 
becoming a part of the group. Or the child may be older 
or younger than the others. Or before joining the present 
group, the child may have had ‘‘wrong’’ experiences with 
another teacher. These and similar discrepancies might all 
be termed organizational. 

All the foregoing are symptoms of superficial maladjust- 
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ments. They are comparable to foot trouble caused by ill- 
fitting shoes. Change the shoes and the complaints will 
shortly subside. There is no need to study the patient’s, 
the child’s history. The need is for appropriate footgear 
now. These symptoms are mentioned here for the sake of 
completeness. They concern the teacher in her daily work, 
not the psychologist. 

There are other, deeper-seated problems, and these are 
our main concern here. They may have little to do with 
present conditions; they stem from the past, they are rooted 
in the child’s home situation. The questions in Part III of 
the check list will bring them to the fore. In that section 
the factors of greatest consequence are italicized to facilitate 
a search for the conditions that have shaped the child. Here, 
too, our desire to keep reports short has clipped the list. The 
parents’ social and economic position in the community is 
hardly touched upon, but there are a few questions per- 
taining to the parents’ picture of themselves. If a mother 
smarts under the thought that she should have things that 


she does not have, then her feeling of resentment will cast a 
shadow over the child’s happiness. It is of little relevance 
whether the parents belong to a minority group. But if they 
try to hide the fact or are oversensitive about discrimina- 
tions, again the child may feel it. Of course a neighborhood 
may cause a sharp feeling of not belonging and make the 
family’s life difficult, irrespective of psychological factors. 


The list serves for children of pre-school age—two and a 
half to six. As the behavior of the older child branches out 
into wider areas, there are more questions pertaining to 
the older pre-school child. The list contains no indication 
what can be expected at each age level. The teacher who is 
equipped to use the list will possess this knowledge. Neither 
does the list state which behavior is considered desirable 
and which undesirable. The same symptom—for instance, 
a good deal of observing instead of doing, or a striving for 
leadership—may at one time be desirable in the context of 
one personality and undesirable at another. Of course there 
are symptoms that are always desirable or the reverse. 

The list, in its revised form, is as follows: 
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THE CHILD IN SCHOOL 
1. Physical Appearance 






Attractive looking. 
Small, underweight for his age or in comparison to group. 
Usually at odds with some part of his clothing. 

Any physical peculiarity. 

Tired toward end of day or end of morning. 


2. Lives with the Ease and Abandon Natural for His Age 





Outgoing and direct (or restrained). 
Confident. 

Affectionate toward teacher or other children. 

Congenial. 

Laughs heartily (or always solemn or detached-looking). 
Toward animals interested, sympathetic (or fearful or brutal). 


8. Has Experienced Too Much and Too Early Pressure and Depriva- 
tions, and Shows Psychological ‘‘ Scars’’ 





Apprehension 
Specific fears, anxiety, apprehension. 
Clings to his mother far more than others of his age and his 
group experience. 
Quite upset when not called for in time. 
Behavior at sleeping time. 


Adjustment to Cleanliness 

Very messy or mixture of excessive tidiness and messiness. 
Excessive disgust. 

Reaction towards toilet accidents (himself or others). 
Behavior at mealtime. 





Sex Interests 
Overmodest or excessive sex curiosity. 
Absolutely no overt sex interest. 
Behavior at toilet. 

Avoid contact with children of other sex. 






Hostility 
Attacks others without slightest provocation. 
Teases others by chanting about his possessions, his privileges. 
Cruel and harsh in doli play. 
Careless, destructive in handling things. 


Harassed Search for Prestige 
Comes frequently for approval. 
Has to be the first. His building has to be the highest, his 
picture the nicest. 
Excessive bragging. 
Great pride in new clothes, shoes, hair ribbon, tie. (Emphasis on 
‘*You don’t have what I have.’’) 
Highly ambitious. Frequent comparison between himself and 
others. 
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In his friendships he shows outspoken preference for older or 
younger children. (Chronological and mental age and stature 
have to be considered before making a statement.) Tries to 
‘*buy’’ friendship. Overpossessive in his friendship. 

Domineering and harsh in his leadership. 

Sneers at and ridicules others easily, belittles them. 

Takes little things home often. 

Brings things to school not to share them, but mainly to 
tease others by withholding them. 


Has one great friend at a time, but feels compelled to shut all 
others out. 


4. Has Access to His Abilities 
Play 


In painting, block-building, music, cutting out, dramatizing, etc., 
daring and original, or mostly copying what others do. Rather 
erude for his age, or patient and skillful. 

Enters the following activities with confidence or is rather in- 
hibited, shallow, repetitious. (All young children like to repeat 
what they did before. However, repetition may be due to 
fear of tackling a new task. Before he starts, he has to take 
out insurance that he will earn applause.) 

When teacher comments favorably on modeling of another child, 
he will surreptitiously destroy what he made and start copying. 

Enjoys a good painting or piece of work he did—yet in the 
next minute he destroys it, scribbles over it. 


Intelligence, Curiosity 
Asks questions, makes good comments, shows initiative in his 
actions. Attempts to solve problems, forms simple hypotheses. 
Is quite observant. Is likely to be the first to notice a new toy 
on shelf or other changes in surroundings. 
Pretends to be stupid. 
Expresses himself well or poorly for his age. 


Persistence 
Usually (seldom) completes what he started upon his own initiative. 
Easily discouraged or ready to try again and again. 
Returns to activity from previous day or talks about it—e.g., 
to a certain degree links past and present. 
Flitting attention most of the time or on certain days. 


Excells in . . . (Due mainly to réal talent, or general intelligence, 
or persistence, or greater familiarity with materials in his home 
or in a former group.) 

Could be helped to be good in... 
These are the hurdles that he has taken in recent weeks: 
What does he enjoy doing most? 


5. Social Techniques at His Disposal 


Makes friends easily. 
Ability for leadership. 
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Provides ideas, plans, and plots relished by the others. 

Expert in clowning. 

Watches others to be social or watches and idles because afraid of 
doing things himself. Too shy to join a group, though longing 
to do so. 

Children of his age admire or ignore or look down on him. 

Children seek him or permit him to join or try to exclude him. 

If he is attacked (or thwarted or a toy snatched away from him), 
he submits or fights back or runs to teacher or flies into a rage 
or takes attitude, ‘‘I don’t want it, anyhow.’’ 

Knows how to share, to take turns, or to barter. 

Likes to help others, or to console a child. 

Likes to do things for group. 

Likes to mother a younger child—to help him in eating, dressing. 

Likes to carry through quickly teacher’s suggestions or orders. De- 
rives deep satisfaction from feeling he acted like a ‘‘ good boy.’’ 

Most of the time easily guided by well-liked adult, or great readiness 
to be contrary. 

Attached to one adult in school—closes up, shows hostility or 
fear, when another adult steps in. Or, though attached to one, he 
can accept substitutes. Or attached to no one. 


6. Interests and Preoccupations 


Traits and interests displayed in imaginative play. 
Favorite activities. 

Told the following about his home: 

His favorite story: 

His favorite picture or puppet or stuffed animal or doll: 


7. Seems to Have Had the Wrong Kind of Group Experience or to Have 
Been Deceived by Adults 


Peeks to find out whether teacher is looking. 

Changes behavior when teacher comes toward him. 
Tattles. (Tattling may be due to a number of causes.) 
Comes for approval all the time. 

Deliberate fooling of children or adults. 

Trading for things he does not possess. 


8. Other Behavior Peculiarities 


Mood when entering school in the morning: cocky, air of bravado, 
brimful of plans, searches for some one he can buttonhole and 
tell. Shy, sneaks in, comes reluctantly. 

On entering, looks for pal, for teacher, general eagerness; looks 
for nothing. 

Unable to sit still for even a short time. 

Excessive finger-sucking, overt masturbation, blinking, stuttering, etc. 

Stutters when enraged or distressed. 

Outbursts of temper. Cries easily. Tendency toward over-excitement. 

Voice is pleasant, relaxed, or tense and shrieking, or hardly audible. 
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II. HOME-SCHOOL CO6PERATION 


. Regular attendance. Sickness or other reasons for frequent absences. 
. First year in any group. First year in this school. 

Older (younger) than most of children in group. 

Joined group after beginning of school year... 

. Teacher has known child personally since... 

. Teacher has visited child’s home. 

. Teacher has had . . . personal conferences with father or mother. 

. Teacher has had access to educational and psychological records of 
former years. 


SCNAAKr wD 


III. CHILD’S HOME SITUATION 


Position among siblings (ordinal position, differences in age, sex 
distribution). 

Both parents living together, or reason why not and length of 
separation. 

Strong mutual loyalty between parents. 

Parents codperative with one another, optimistic, feel adequate to their 
economic struggle, to their daily tasks. 

Parents make derogatory, sarcastic remarks about each other, about 
child, about their living conditions; feel defeated; tendency to blame. 

Parents moody, go from one extreme to the other. 

Parents overambitious for child; indifferent toward child (do not come 
to parties, meetings; answer only to a second note; child’s clothing 
neglected). 

Parents overprotective. (Possible sources: family lost child, has a handi- 
capped child. Child himself handicapped or sickly or adopted. Parents 
rather old. Disunity between parents.) 

Strongest feature in mother’s character; in father’s. 

Outstanding defect in mother’s character; in father’s. 

Mother, father, or relative living in house shows outspoken favoritism. 

Parents’ health average or below. 

Child spent months with relatives or in hospital or in institution. 

History of prolonged sickness, Operations. 


Father’s profession. 

Great economic insecurity in home. Father not working. 

Mother working full time; part time. 

Tangible discrepancy between what parents think they should have and 
what they actually have, in father’s position, in income, in living 
quarters, 

Parents belong to a minority group (race, religion, language). Well 
adjusted to this fact; keenly aware of it; trying to hide it. 

Repeated changes of location during child’s lifetime, or prior to his birth. 


It will be noted that the list consists of three main parts. 
Part I refers to behavior in the group, Part II to organiza- 
tional items shared by home and school, and Part III to 
the child’s home. All three are to be answered by the teacher. 
Answers to items 5, 6, 7, and 8 of Part Ll will indicate how 
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well equipped the teacher is to give factual information 
about the child’s home. 


Only Part I contains direct observations of the child’s 
behavior. The first six headings give our frame of reference. 
A healthy child lives with confidence and abandon. If there 
is no quick, easy flow from impulse to action, the child has 
experienced too much pressure and deprivation. He is likely 
to show some of the maladjustments enumerated under item 3. 
All these responses will occasionally be shown by any 
child. If, however, they are dominant and persistent, we 
have reason to believe that he has suffered in the past. For 
an explanation we will have to look into his home situation. 


Few children have suffered so much that they need psy- 
chiatric treatment, but many can be helped by a good teacher 
and a good program. Under items 4 and 5 of Part I is an 
array that will help the teacher toward an evaluation of 
the assets and weaknesses of the child. At the same time 
these lists suggest what the teacher can do for a child in 
the group. 

A child may have many and serious problems, but there is 
no child without some interests, some skill or talent, some 
slumbering responsivity that could be nurtured. It is the 
teacher’s job to detect these potentialities, hidden as they 
may be. 


Sometimes questionnaires seem to dwell too exclusively 
on undesirable behavior items. Our list tries to give as 
much attention to desirable adjustments and to symptoms 
of growth as to maladjustments. It is easy to like a well- 
adjusted child. By studying children’s behavior, we hope 
that the teacher will come to understand and finally to like 
the child with difficulties. The ultimate goal of studying a 
child is to deepen our sympathies and to broaden our accept- 
ance of children. Child study is a detour that leads through 
our heads, but is meaningless unless it ends in our hearis. 

Every check list, like every questionnaire, has the drawback 
of pre-classifying observations. The wording of a question 
may subtly distort an observation. This danger cannot be 
avoided, but it will be lessened if we are constantly aware of it. 
The list attempts to help in both—in diagnosis as well as in 


SYMPTOMS IN BEHAVIOR OF YOUNG CHILDREN 293 


pointing toward the appropriate remedy. Once the teacher 
has a clear picture of what the child lacks, she will know 
what he needs most and whether she is able to give it to him 
or whether he needs special help. 


There are very complete questionnaires on young children 
available—for instance, one by Ruth Updegraff and another 
by Dorothy Baruch. Our list does not attempt to duplicate 
these and to compile a great amount of descriptive data. 

There is no question dealing with the child’s muscular 
codrdination or his motor control. His motor codrdination 
will suddenly improve when he gains self-confidence, likes 
his teacher, and so on, and it will drop correspondingly when 
he is unhappy in school. There is no question, ‘‘Prefers 
outdoor or indoor play,’’ as this preference has more to 
do with the equipment of the playground than with the 
child’s psyche. The installment of a ladder indoors may 
radically change the child’s preference. 


Throughout, we have endeavored to keep away from terms 
that are generic rather than specific. If the teacher wants 
to complain, to let off steam after a tiring day, then general 
terms are in place (‘‘defies authority’’ or ‘‘is self-centered’’). 
If she wants to gain insight and to improve her skill, sie 
must be specific. Our list is concrete and this unfortunately 
lengthens it. At first only the headings and subheadings 
should be consulted; that will help to bring the essential traits 
of a person into relief. 

Terms that have been overused in recent days have been 
avoided wherever this was possible—for example, the terms 
‘‘ageressive’’ and ‘‘withdrawn.’’ ‘‘Attacks others without 
provocation,’’ and ‘‘has to be the first, his building the 
highest,’’ and a few other specific items replace the first 
term; and ‘‘too shy to join a group, though longing to do so,”’ 
and ‘‘idles because afraid to do things himself,’’ the second. 
The term ‘‘creative’’ is not included in our list; there is only 
the question whether a child is daring and original in his 
expressions or tries to copy others. The term ‘‘attention- 
getting device’’ also is not used; instead, there are ‘‘comes 
frequently for approval,’’ ‘‘tattles,’’ and ‘‘excessive brag- 
ging.’’ If a term recurs too often, we tend to use it without 
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really meaning it. This is the trouble with all professional 
lingo. We adopt pet terms and then use them so glibly that 
they quickly lose their point.’ 


Some readers will feel that specific items should explain 
what is meant by behavior at meals or sleeping or at toilet 
time. However, this could be done only by almost doubling 
the length of the list. 

All questions referring to self-control, dependability, and 
the carrying of responsibility are avoided. They seem to be 
more appropriate in connection with older children. Impul- 
siveness is the birthright of the young child. If he lives 
among people whom he likes, he will accept controls and 
restraints as he becomes more reflective and wants to be like 
those whom he loves and admires. 


Every problem child is an unhappy child. If the teacher 
can help him to be happier, she will lessen his problems. All 
symptoms posing as maladjustments are adjustments to 
faulty conditions or sequences of such adjustments in the 
past. Thus all misbehavior has a cause. A fatalistic atti- 
tude—‘‘He just acts this way. He enjoys this more than 
playing like the others,’’ and, ‘‘I cannot do anything with 
him’’—is never justified, though it is often correct to say, 
‘*T can do little for him under present conditions.”’ 


Our insight into the motivation of children’s behavior, 
though growing, is still limited. We cut off the road toward 
better understanding, however, if we assume that there are 
‘*bad children,’’ children who thrive on causing trouble just 
as ‘‘good children’’ love to walk in the path of virtue and 
righteousness. If work with this list will strengthen teachers 
in their belief that all behavior deviations are explainable 
once we know the child’s history, it will have served its 
purpose, 

There is also the child who is ‘‘no trouble at all’’ in the 
nursery and who may be the one child in the group in need 
of real help. Writing the child’s behavior profile, going over 
his daily play, his contacts with other children may draw 





1 Teachers are advised to avoid the terms used in this list. The more the 
teacher gets away from readymade experiences and puts her observations 
into the molds chosen by herself, the better her reports will be. 
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the teacher’s attention to the fact that this child, who is so 
easily guided, is badly scared. 

No doubt some children need far more of the teacher’s 
time and interest, far more ingenuity than others, but all 
behavior and all misbehavior can be traced to causes. There 
are few maladjustments that cannot be alleviated by compe- 
tent group care. A sensitive teacher can see where a child 
has been under too much pressure. She can act as mediator, 
interpreting his behavior to his parents. Her daily work 
with the children can make her aware of a child’s needs 
long before they reach pathological dimensions and ery out 
for help. 










WHAT SHALL WE DO WITH THE 
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= we should still be asking a question that has been 

reiterated for over two centuries is a credit to our pro- 
fession and an indication of our unwillingness to be satisfied 
with a partial solution of an ever-mounting problem. The 
separate knowledge and skills and techniques that have been 
developed over many years all have their separate virtues 
and advantages. It might very simply be said that our real 
problem now is to expand and capitalize more fully upon the 
resources that are apparent to us. 

Any discussion of planning for the welfare of the mentally 
deficient must necessarily open with some comment on identi- 
fication of them. Through the public schools, the special 
clinics, and the social agencies, before whom these handi- 
capped children appear, comes the initial recognition. Once 
mental deficiency has been determined, the next logical step 
is that of referring the child to a central registration and 
classification bureau. Such a central clearing house is of the 
utmost importance. It permits clear and unprejudiced exam- 
ination of all mental, social, and economic factors, and places 
the problem of disposition in the hands of a single qualified 
agency. Furthermore, this single agency must then accept 
the responsibility of follow-up and long-time provision that in 
most cases will terminate only upon the death of the individ- 
ual involved. 

When a determination has been made by the trained and 
competent staff of the central bureau, then immediate plans 
for the type of care indicated should be brought to fruition. 
More and more we recognize that institutionalization is but 





* Presented under the title, A Public Program for the Mentally Deficient, at 
the Conference on Mental Defectives sponsored by the Public Charities Association 
of Pennsylvania in codperation with the councils of social agencies of Easton, 
Bethlehem, Allentown, Reading, and Monroe County, Easton, Pennsylvania, 
September 25, 1944. 
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one of the measures that may be employed. And more and 
more we recognize that institutionalization need not imply 
permanent custodial care. Regardless of the degree of men- 
tality, there is every reason to believe that in a high per- 
centage of cases the institution may appropriately function 
as a retraining and restoration center from which the child 
may be returned to some suitable community situation. This 
is particularly true if we are able to get the mentally deficient 
while they are still young enough so that we can stabilize 
them and prevent them from acquiring delinquent or criminal 
habit patterns. 

There are, of course, those who, by reason of gross mental 
and physical handicap, are considered as requiring permanent 
custodial care. Yet our thinking has undergone some transi- 
tion even with respect to this group. The program at Wood- 
bine Colony has demonstrated that many children at the idiot 
level of intelligence can be taught habits of personal cleanli- 
ness and trained along occupational lines to the point where 
they can adjust to care in their own homes without pre- 
senting an unbearable burden to parents. This is easier if 
the parents themselves have a clear comprehension of the 
limitations of the child and understand better how to organize 
their home life to provide the best possible adjustment. 

Of course, with the higher grades, the prime function of 
the institution must be to capitalize upon the abilities of 
the child—to develop his skills, his character, and his favor- 
able attributes to the point where he can become at least a 
semiproductive member of society. If we are willing to 
accept the philosophy that institutionalization shall be looked 
upon as a temporary measure, during which training and 
not custody is important, we will go a long way toward 
widening the exit doors of our institutions and toward 
reducing the troublesome waiting lists for admission that 
concern us so greatly now. It is now recognized that a rela- 
tively high percentage of the feebleminded can, after proper 
training, return to their communities and often engage in 
worth-while occupations. 


I would not have you believe I am proposing that every 
mentally deficient child should be channeled from the central 
registration bureau to the institution and then from the 
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institution back into the same kind of home and community 
that he originally came from. It is not as simple as that. 
There are many for whom this course is a good one. But 
there are also many for whom satisfactory provision can be 
made by other means. 

During the past year, New Jersey’s Department of Insti- 
tutions and Agencies has undertaken a project that has met 
with a rather remarkable degree of success. It is an explora- 
tion, on the state level, of the possibility of developing a 
program by which parents themselves can be trained and 
equipped to care for their mentally deficient children in their 
own homes. Because of the demands for admission that can- 
not be satisfied, due to the fact that institutions are crowded 
to the limit of their capacities, an effort is being made to 
ease the burdens of parents by teaching them better methods 
of dealing with a mentally deficient child. At the same time, 
a régime is established for the child that is a local adaptation 
of techniques successfully employed within the institution. 

The young woman who is doing this work is well grounded 
in psychology and education. She served for a number of 
years in the capacity of principal teacher in an institution 
for the feebleminded. She knows what the capacities of the 
children are, recognizes the importance of establishing rigid 
routines for them, and has the ability to convince parents 
that an organized program will produce results. 

Even though this project is relatively in its infancy, it is 
pointing the way to the establishment of community pro- 
grams that may well result in placing increased emphasis 
upon the feasibility of supervised home care as an important 
means of providing for the feebleminded. One of the mater- 
ial outgrowths of the work thus far has been to bring 
together two or three mothers of mentally deficient children 
who have established informal centers, in their own homes, 
where one mother can look after all of the children whiie the 
others do shopping, engage in recreation, or accomplish other 
things heretofore impossible because of the constant need 
of remaining with their children. The spontaneous appear- 
ance of this type of voluntary unit should encourage the 
establishment of centers of care for the handicapped under 
the auspices of appropriate agencies, social or municipal. 
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That foster-home care has a definite place in the over-all 
picture of provision for the mentally deficient, admits of no 
argument. Whether it is a boarding proposition, involving 
payments to the foster parents, or whether such placement 
be the result of parole, with or without compensation to the 
individual, the practicability of such care has been demon- 
strated in many instances. 

Speaking for the Pennsylvania Conference on Social Work 
in 1940, Dr. E. A. Doll, of Vineland, cited successful examples 
of this method of care as employed in New York State, in 
Ohio, in Gheel in Belgium, and elsewhere. Dr. Horatio M. 
Pollock, of the New York Department of Mental Hygiene, 
together with collaborators on the book, Family Care of 
Mental Patients, has thoroughly covered the whole field of 
foster-home and family care. The late Commissioner William 
J. Ellis, in numerous addresses, has referred to the success 
of home placement of mental deficients in New Jersey. In 
Connecticut, a successful program of home care or work 
placement has been developed under the direction of Miss 
Mabel Matthews. 

Because of the relatively small percentage of known men- 
tal deficients who can ever be cared for in institutions, 
emphasis must be placed upon the responsibility of the public 
schools in caring for these handicapped children. Extension 
of special classes to provide pre-vocational, habit, and social 
training, limited academic instruction, and occupational activ- 
ities, should be effected. Forward-looking states have taken 
cognizance of the réle of the public schools, and have written 
into school laws provision for the establishment of special 
classes. Increased financial assistance has frequently encour- 
aged organization of such units, and teachers’ colleges have 
offered academic and practical instruction, the better to 
qualify those teachers who will deal with subnormal students. 

The function of the special class is to prepare retarded 
children for unskilled and semiskilled occupations that can 
make them economically self-sufficient, at least to some degree. 
The United States Children’s Bureau has recommended that 
‘‘sound community planning would provide for every 
retarded child a careful study of his mental abilities and 


1 Utica: State Hospitals Press, 1936. 
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educational opportunities adapted to his requirements within 
the public-school system. It would provide also a program 
of social services to help parents understand their children’s 
limitations and capacities and to plan for and guide the 
mentally handicapped children remaining in their own homes 
or returned to their homes after a period of training in an 
institution.’’ 


One of the most significant points about this quotation 
is that it stresses ‘‘community planning.’’ Just as there is 
a recent change in point of view toward community responsi- 
bility for the prevention and control of juvenile delinquency, 
so there must be a greater recognition that within the com- 
munity itself a different set of attitudes toward mental 
deficiency must be developed. The public must come to realize 
that there is a place in the community for the retarded 
child, and that simply seeking to remove him to a place of 
custody is a failure to provide for him realistically and 
intelligently. A public-education program is of vast impor- 
tance in furthering the cause of community acceptance of the 
obligation and responsibility for care of the great majority 
of mental deficients. 


The gaining of public support for community programs 
will be accelerated if the agencies who are doing the job are 
properly set up, staffed, and administered. Furthermore, a 
favorable impression upon the public can be made only if 
the services are well codrdinated and wisely supervised by 
the central bureau, and if they include proper utilization of 
every facility available. The late Commissioner Ellis, in an 
address before the American Association on Mental Defi- 
ciency, in 1941, summed up this matter of codrdination in the 
following succinct paragraphs: 

**Recent years have witnessed an increasing tendency for state and 
local ‘agencies to codperate in dealing with the mentally deficient. 
Nevertheless, there are still gaps in the program. Many communities in 
many states fail to recognize and help pre-school children who are 
mentally deficient and too young for institutions, and those in schools. 
Vocational and manual training is a need of many children while voca- 


tional placement and supervision of those leaving special classes would 
assist greatly in their community adjustment. 


‘*The real job ahead is to tie together in a coérdinated program the 
work done by public agencies—including departments of welfare, institu- 
tions and agencies, education and labor—and by health, family, and 
child welfare agencies.’’ 
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These observations would be incomplete without some ref- 
erence to that particularly troublesome group designated 
as the defective delinquent. Retarded children who develop 
minor behavior problems may respond to school and home 
adjustments if their difficulties are recognized soon enough. 
If, however, the degree of deficiency and the extent of the 
delinquency are such that institutionalization is indicated, 
their problems are such that they belong neither in the insti- 
tution for the feebleminded nor in the correctional institution. 
The report of the committee appointed by the Honorable 
Charles L. Brown, President Judge of the Municipal Court 
of Philadelphia, issued under date of June 8, 1944, clearly 
recommends the establishment of separate institutions for 
the training and rehabilitation of the defective delinquent. 
The opinion of this committee reflects the view of every 
qualified authority in this respect. Such children as these 
must—for their own welfare and for the welfare of the gar- 
den variety of mental defective and of the delinquent—be 
segregated from both groups. 

The foregoing is, in the last analysis, a restatement of 
many of the best opinions as to the direction in which we 
should progress in dealing with the problem of the mentally 
deficient. Certain of these opinions are so apparent that 
they require little elaboration. A recapitulation of the 
salient points would include: 

1. Better and more generally available facilities for 
identification of the mentally deficient. 

2. Establishment of a central administrative and coor- 
dinating agency which would properly integrate all avail- 
able facilities for planning, supervision, and care. 

3. Specialization of institutional services for those who 
require special care. 

4. Expansion of home and foster-home programs. 

5. Increased emphasis on the responsibility of the 
public-school system. 

6. A program of public education that will result in a 
better public understanding of the entire problem. 

Personal conviction leads me to add these additional 
suggestions: 


1. Increased recognition of and emphasis upon the 
rehabilitative function of the institution. As has been 
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pointed out, the institutions and training schools must, 
often at real operative sacrifice, have the courage to 
restore to society those patients who have a reasonable 
probability of success in home and community adjust- 
ment. This may mean that the boy who is doing an 
important job on the farm, in the power house, or in 
the kitchen, and the girl who is a good laundress or 
housekeeper or seamstress must be given the oppor- 
tunity to perform elsewhere than within the institutional 
situation. In order that successful performance may 
be attained, adequate supervisory and protective meas- 
ures may have to be instituted or extended, but experi- 
ence has shown that, either on a temporary or a per- 
manent basis, the trained and stabilized mentally deficient 
can find suitable placement in the normal world. 


2. Parental education aimed directly at equipping 
parents with the knowledge and skills that will permit 
them to retain feebleminded children at home instead 
of seeking their placement elsewhere. This requires a 
field staff that is thoroughly acquainted with the prob- 


lems of mental deficiency and that can offer a sound 
and workable program both to parents and to children. 
Hand in hand with such a project should go a program 
of community education that will make the public more 
tolerant of the feebleminded, more understanding of 
our obligation toward them, and more amenable to the 
establishment of local ways and means to fill their needs. 
It is significant that the initial work on programs of 
public education has, in the past, largely been accom- 
plished by private institutions and private agencies. 
Federal, state, and local governmental institutions and 
agencies are really just beginning to come to the fore 
in this respect. 


In conclusion, I advance this one important admonition: 
Let us continue our study and research, our discussions and 
debates, in order that we may constantly appraise the effec- 
tiveness of our progress, and that we may discover newer and 
better instrumentalities by which we can serve those who look 
to us for guidance. 





HARRY PELHAM ROBBINS 


HE National Committee for Mental Hygiene sustained 

a great loss in the death at Palm Beach, Florida, on 
March 20, of Harry Pelham Robbins, a member of its board 
of directors since January, 1925, its treasurer since January, 
1935, and a trustee of the American Foundation for Mental 
Hygiene. Mr. Robbins’ service was an enduring contribution 
to the development of the Committee and to the cause of 
mental hygiene generally. 

Mr. Robbins took an active and leading part not only in 
mental hygiene, but in education, family welfare, the treat- 
ment and prevention of cancer, the prevention of cruelty to 
animals, and a wide range of civic, social, and business 
interests. The welfare of others was a dominant motive in 
his busy life. 

Mr. Robbins was a conspicuous example of the private 
citizen who, not holding political office, yet renders distin- 
guished public service in many fields. His deep interest in 
causes that appealed to him, his painstaking evaluation of 
essential facts before reaching decisions, his penetrating 
insight and sound judgment made him an asset to any organ- 
ization with which he was associated. 

In addition to his connection with The National Committee 
for Mental Hygiene, Mr. Robbins had long been active in 
the field of state hospitals for mental illness, particularly 
in the development of the Central Islip State Hospital, which 
he had served for many years as a member of its board of 
visitors and previously of its board of managers. To duties 
in these and other organizations he gave a vast amount of 
time, and his devotion to good causes was contagious among 
his fellow workers. 

Mr. Robbins was born in New York in 1874, the son of 
Henry Asher and Elizabeth Pelham (Bend) Robbins. He was 
graduated from Columbia in 1894 and became a partner in 
Vassar & Son, building construction, in 1897. He was a 
director of the Waltham Watch Company (of which his father 
was a founder) and of the Empire Trust Company. During 
the first World War he served as a first lieutenant in the 
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12th Infantry, New York National Guard, and later, from 
1921-1922, as a captain and regimental adjutant of the 369th 
Infantry. He was a member of the American Legion and of 
the Sons of the Revolution. 

Mr. Robbins became trustee of his alma mater, Columbia 
University, in 1931 and served in that capacity up to the time 
of his death. He was a member of the Board of Managers 
of the Association for Improving the Condition of the Poor 
when the association was merged with the Charity Organiza- 
tion Society to form the Community Service Society. 

His affiliation with other organizations included the follow- 
ing: Trustee of Bard College; Trustee of St. Andrew’s Dune 
Church, Southampton; and Treasurer of the Katy Ferguson- 
Sourner Trust Board, a Harlem agency for unmarried 
mothers. He was a member of the Knickerbocker, University, 
and Columbia University clubs and of the Meadow Club at 
Southampton, where he had a summer residence. 

Mr. Robbins is survived by his wife, the former Miss Emily 
Wells. A daughter, an only child, died some years ago. 

The National Committee for Mental Hygiene records its 


sorrow at his passing and its recognition of the sterling 
qualities of his judgment and of his devoted service, which 
contributed greatly to the development, the support, and the 
usefulness of the Committee. 


Orxtanpo B. Wiiucox. 
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THE SHAPING OF PsycHIATRY BY War. By J. R. Rees, M.D. New 
York: W. W. Norton and Company, 1945. 158 p. 

In this book Brigadier Rees has made a contribution of outstand- 
ing value. Psychiatry, since it succeeded in breaking out of the 
old asylums, has been a science of quite astounding dynamism. It 
has given birth to revolutions in medical thought, put reason in 
its place, joined hands with psychology and the modern philosophers 
to convert the mind and the body back into the organism, and seems 
to be on the point of writing its own laws of causation, an event 
likely to be of quite disturbing consequence, even to the physical 
sciences. 

But the hazards and urgencies of our times have rendered all 
these of less compelling interest than the matter that underlies all 
of what Brigadier Rees has written about so illuminatingly and so 
brilliantly. For there is nothing about which we need more informa- 
tion more rapidly, in more precision, and in more abundance than 
the ways in which individuals live together. 

In The Shaping of Psychiatry by War Rees has described the 
efforts that psychiatrists put forth during the last five years to 
deal with the problems that arose when an immense number of men 
and women were detached from their accustomed groups and forced 
to adjust to totally new relationships under circumstances of danger, 
of isolation, of frustration, in the various armies that Britain sent 
to all parts of the earth. 


It is endlessly absorbing to read Dr. Rees’s account of the develop- 
ment of the psychiatrist himself in response to these demands and 
pressures—to witness his attempts to apply his knowledge of the 
individual to the group, to watch the growing appreciation of the 
fact that group responses are not necessarily a multiplication of 
individual responses, and, finally, to see the appearance of pro- 
cedures and techniques for dealing with groups themselves. 

This is well illustrated by the discussion of Bion’s ‘‘leaderless 
group’’ principle which was worked out as a means for selecting 
men who had qualities of leadership. A group of men were detailed 
to carry out a job, such as building a bridge. No leader was desig- 
nated. The emergence of men from the group who sought to take 
over leadership, their acceptance or rejection by the group, and their 
eventual successes and failures, were recorded by trained observers, 
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and these findings were of the greatest value in the selection of men 
for positions of authority. 

Throughout the book, Rees continually refers his observations and 
his experiences forward into the planning of the society of the com- 
ing decades. And here the reviewer wishes to record his earnest 
hope that this may never come to be considered a ‘‘war’’ book— 
one to be read only by those interested in military psychiatry. It 
is actually one of the first and one of the most vital documents 
that social psychiatry has contributed to the understanding of our 
times. Here one finds psychiatry, through one of its most dis- 
tinguished members, accepting social responsiiblity. Not all in our 
field do so, nor in the allied fields of psychology, sociology, and 
political science. But here is a discussion of matters of the most 
acute moment—the need of a basic reorganization in education, in 
our preparation for living; our place as advisers to those who are 
planning the new social designs; the need of more effective, more 
dynamic, and more vital premises, of new ideals concerning the 
objectives of human living. 

D. Ewen CAMERON. 

McGill University, Montreal, Quebec. 


JOBS AND THE Man. By Luther E. Woodward and Thomas A. C. 
Rennie, M.D. Springfield, Illinois: Charles C. Thomas, 1945. 
132 p. 

This book is concerned with the replacement of returning service 
men in industry, with special consideration of those who suffer from 
minor nervous and mental disorders. The authors are, respectively, 
Field Consultant and Director of the Division on Rehabilitation, The 
National Committee for Mental Hygiene. 

Misinformation concerning the number of veterans discharged for 
reasons of nervousness, and undue apprehension concerning their 
employability, have been a cause of dismay and anxiety to those 
obliged to place them in jobs and supervise their work. During 
industrial conversion for war and the ‘‘tightening’’ of the labor 
market, if a man was returned by the induction station, his employer 
was so pleased not to lose him that no questions were asked. Later, 
when men were being returned from training stations and even 
from overseas, questions were asked of those discharged. Those 
with neuropsychiatric disabilities found themselves stigmatized. A 
label was attached, even though, for the most part, these men must 
have made in the past a superior civilian adjustment to those 
rejected at induction stations. 

In some accounts the severity and numbers of neuropsychiatric 
discharges have been grossly exaggerated. Now, when men are 
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being discharged for ‘‘points,’’ the problem is even less acute. As 
far as industry is concerned, the problem of the handling of 
nervous veterans was never as great as it was and is for the United 
States Employment Service, the Veterans Administration, and com- 
munity clinics, for one important reason: before the industrial 
employment office is reached, a process of self-selection has taken 
place, since many veterans who are too nervous to work do not 
seek work. Unfortunately, this is not a universal rule. 

Nevertheless, an important problem exists, and it cannot be masked 
by omitting the diagnosis from the discharge certificate or by wish- 
ful thinking. Industry has always been faced with the problem of 
the emotionally disturbed worker, with the misfit, the accident-prone, 
the querulous, the work-spoiler, the shiftless, the nervous, and even 
the psychotic. Any aid in the understanding of the emotional prob- 
lems of people with nervous and mental disabilities, and any insight 
at all into ways of detecting, understanding, and helping them, is 
of inestimable value to supervisory personnel, even in their dealings 
with normal people. 

Jobs and the Man represents an educational project in this field. 
It has been carried out in as admirable a way as possible in a brief 
handbook intended for laymen. The book contains chapters on the 
transition from military to civilian life, on the problems of the 
nervous veteran, on placement, and on supervision, an excellent 
chapter on interviewing and counseling, an account of the programs 
of labor unions, and a bibliography. An index would have been 
helpful. 


MATTHEW Bropy. 
Sperry Gyroscope Company, Brooklyn, New York. 


POPULATION Roaps To PEAcE on War. By Guy Irving Burch and 
Elmer Pendell. Washington: The Population Reference 
Bureau, 1945. 138 p. 


This compelling little book goes straight to the point that as long 
as there are more people in the world than can be comfortably fed, 
there can be no permanent peace. Up to 1650, the earth’s population 
remained almost stable at a half billion souls. In the next two 
centuries it about doubled; in the last ninety years it has again 
doubled. Even with the best available means of production, there 
is not enough arable land to support comfortably more than three- 
fourths of our present two billion inhabitants. 

That much is easy. But the authors are none the less sure-footed 
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and incisive in pointing out that the only humane answer is that 
of a clearly defined and active population policy—resting on the 
foundation of sterilization, birth control, and state licensing of 
marriage. 

**Perhaps’’ and ‘‘maybe’’ come into the picture with the next step: 
Who, of all, are to have children? The suggested scales—age of 
consent, possession of a job adequate to support a family, physical 
health, absence of criminality or drunkenness, absence of insanity 
or feeblemindedness, the I.Q.—will raise many eyebrows. The 
authors could well have closed this part of the book with the question, 
‘‘Have you any better scale?”’ 

They are at great pains to point out that sterilization in no way 
lessens the interest in or satisfaction from the sexual act. But there 
are a lot of people for whom the matter of having and bringing up 
their own children is quite as seriously sought a satisfaction as is 
that of physical sex expression. Nor are these only those who 
have high I.Q.’s or remunerative jobs. It is too bad that a thesis 
so clear and indisputable has as its foundation the reiterated posi- 
tion that all will be well if we give people enough to eat and no 
serious inhibitions in physical sex enjoyment. 

The book is not too well written. The reader has the feeling 
that he’s read just that thing earlier (which, I believe, is not the 
ease—at least I cannot find areas of actual repetition). Nor is 
this sense of overprotesting helped by the authors’ sweeping in 
quotations from the Old Testament, from our founding fathers, 
and from the Gallup poll to show that nice people do not object 
to their plan. That we have more people than the wildest dreams 
of modern production can provide for—that’s clearly here. That 
within a very few years this will produce hungry and ill-clothed 
tensions that will defy any conceivable scheme for peace—that’s 
clearly here. If, in simple fashion and without so much stress, the 
authors had put forth their solution and asked the reader to accept 
this until he had a better one to offer, it would have read a little 
better. 

This volume will send creeps up the back of the strongest. By 
all means leave it alone unless you are of a particularly sanguine 
and resilient nature. 


JAMEs S. PLANT. 


Essex County Juvenile Clinic, 
Newark, New Jersey. 
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Youne OFFENDERS: AN ENQUIRY INTO JUVENILE DELINQUENCY. By 
A. M. Carr-Saunders, Hermann Mannheim, and E. C. Rhodes. 
New York: The Macmillan Company, 1944. 165 p. 


Like the poor, the young delinquent is always with us. In recent 
years he has either increased in numbers or the public has become 
increasingly aware of his existence. There are those who profess to 
see no increase in the number of juveniles coming into conflict with 
the law, and who take refuge from the evidence of court records by 
charging that those who are concerned about it are engaged in some 
dark conspiracy to defame the community. Hitler has taught us that 
if what we want our neighbors to believe is repeated with sufficient 
vehemence and with sufficient frequency, there is a good chance that 
it will be believed. It is probably easier to deny the alarming increase 
in juvenile crime than it is to take thought for its prevention and 
treatment. 

The little English book under review is the report of an investiga- 
tion into the conditions of juvenile crime, both in London and in the 
provinces, conducted under Home Office auspices. It was directed by 
persons of unimpeachable authority. Mr. Carr-Saunders is Director 
of the London School of Economies; E. C. Rhodes is reader in statistics 
there; and Dr. Hermann Mannheim is lecturer in criminology on the 
school staff. 

British understatement is evident throughout the report. No one 
permits himself the luxury of weeping or becoming panic-stricken 
because of the sins, negligences, and ignorances of bad boys and girls. 
The report is an attempt to discover the facts, and it is distinguished 
by the cold sobriety of any and every British bluebook. The inquiry 
sets out to gather a lot of information about young criminals. It 
accomplishes precisely that. It also seeks to find out a lot about a 
control group of youth in situations similar to those of the young 
offenders, and it finds out quite a bit about the control children— 
though not as much as it does about the delinquents, for the British 
still have a healthy respect for the right of an individual to be 
protected from the social investigations of the well-intentioned. 

Public manifestation of concern about delinquent children seems 
to have found its way into print in the early years of the nineteenth 
century. In 1816 there was published a report of the Committee for 
Investigating the Causes of the Alarming Increase of Juvenile Delin- 
quency in the Metropolis. James Mill and David Ricardo were on 
that committee. They considered the criminality of children as due 
to the improper conduct of parents, to want of education and suit- 
able employment, to Sabbath-breaking and gambling in the public 
streets. They were also unhappy about the severity of the criminal 
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code, police inadequacy, and the state of prison discipline. In other 
words, the courts apparently were refusing to sentence children 
because of the severity of the criminal code. 

Reports followed each other with regularity. One result was the 
establishment of Parkhurst Prison for young offenders, but that did 
not work any too well. Investigation followed investigation, report 
followed report, and it came to be fairly well established that there 
was a certain causal connection between underprivilege and criminal 
behavior. By 1895 the thinking on delinquency addressed itself to 
these aspects of its etiology, as was brought out in the work of the Rev- 
erend William Douglas Morrison, long regarded as a standard text. 
Mr. Morrison ascribed delinquent behavior to these causes: (1) popu- 
lation density; (2) pauperism; (3) physical inadequacy of juvenile 
offenders; (4) mental inadequacy; and (5) ‘‘broken’’ homes. This 
has a very familiar ring. 


More ambitious investigations were undertaken subsequently, most 
notably that of Mr. Cecil Leeson, a report of which was brought out 
in 1917 under the title, The Child and the War. This presented the 
sort of picture one would expect if one assumes that the studies of 
Morrison and those who preceded him were correctly oriented. What 
Leeson said in 1917 can be said with equal justification in 1944. It 
ean be said just as comfortably, or uncomfortably, for this country 
as for England: 


**Tf you take away the child’s father, either completely into the army, 
or almost completely by allowing him neither opportunity nor leisure to 
exercise his parental duties; if you take away his mother and set her 
to outside work; if from the child himself you take the companionship to 
which he is accustomed, to which his conduct has been hitherto attuned, 
and compel him to associate, in school or out of it, with other and less 
desirable companions to whom his ordinary habits and actions appear 
priggish; if you lower the standard of his school life and give him a 
teacher whose authority he does not respect; if you halve the child’s 
school hours, or, if he be at work, double his wages, and then leave him 
with neither hero to worship nor example to follow, with no one to 
arouse his indignation over a wrong thing, none to point out to him a 
right one—if you do these things, what can you expect but juvenile 
erime?’’ 


Subsequent to the Leeson book, more work was done, and a greater 
wealth of statistical information was being gathered by workers. By 
the time Cyril Burt brought out The Young Delinquent in 1925, com- 
parison of the careers of young delinquents with a control group of 
similarly situated children had been set up as an effective aid to study. 
Research continued, and its results are summed up as charging 
juvenile delinquency to: (1) the broken home; (2) inadequate 
environment: lack of education, bad economic conditions, bad or no 
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employment, population density; (3) physical and mental defects; 
and (4) unsuitable methods of dealing with young offenders. 

The present investigation dealt only with male offenders. It was 
social and environmental, and deliberately avoided the medical and 
psychological side. It first set out to study 1,000 boys who had reached 
the London juvenile courts, and the schools attended by the delinquent 
boys were called upon to furnish the control boys. Later, the investiga. 
tion was extended to Manchester, Leeds, Sheffield, Hull, Nottingham, 
and Cardiff. In all, 1,953 delinquent boys and 1,970 controls were 
studied. Of these, 989 delinquents and 1,000 controls came from 
London; the remainder from the provinces. 

As was to be expected, the investigation confirmed and amplified 
what had been discovered before. It also brought to light the fact 
that the emphasis on personality deviations, as these express them- 
selves in the delinquent behavior of boys, must be changed as the social 
scene shifts. The Zeitgeist is itself responsible for the creation of 
new needs and desires which the delinquent boy may feel he must 
fulfil through methods socially disapproved. 

On the basis of the studies of Mr. Carr-Saunders and his associates, 
ean any of the situations suggested as factors in the causation of 
criminal behavior be set up as responsible for criminal behavior? We 
ourselves pointed out several years back that the slum, while it pro- 
duced criminals, produced also citizens who have made vital contribu- 
tion to the life of the nation. Broken homes produce criminals, but 
the sons of widowed mothers have become judges and officers in the 
land. Ill health produces criminals, but, as we pointed out, Steinmetz 
was a cripple. Yet the factors of socio-economic inadequacy are 
present in the great majority of criminal careers. 

The investigation under review studied criminal careers originating 
in homes where parental discipline was strict and where it was lax; 
it studied the careers of control boys coming from homes where paren- 
tal discipline was strict and where it was lax. If, then, we expected 
to find an absolute set of conditions that could be described as directly 
causative of criminal behavior in England, the results of the investiga- 
tion must be regarded as disappointing. 

Furthermore, a good deal of the increase in the number of juvenile 
delinquencies must be regarded as inherent in the times themselves. 
This needs little amplification. The first report noticed in the book— 
that of the investigating committee of which Ricardo and James Mill 
(and, curiously enough, some apparent ancestor of Sir Samuel Hoare) 
were members—was concerned with an increase of juvenile delin- 
quency in a time of disruption due to the Napoleonic wars. The Leeson 


1 See ‘‘ Social Factors in Delinquency,’’ by George Henry and Alfred A. Gross. 
MENTAL HYGIENE, vol. 24, pp. 59-78, January, 1940. 
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book noticed the social dislocations of the First World War, with their 
repercussions in an increase in juvenile delinquency. And the Carr- 
Saunders report is being written while the world is engaged in another 
great war. 

We do learn, however, that juvenile delinquency is increasing in its 
frequency ; that the increase is serious enough to cause great concern 
to the responsible heads of the British Government; that Carr- 
Saunders and his associates have assembled a great deal of information 
concerning the delinquent and his environment; that this information 
is largely confirmatory of what we have already learned. We have not 
yet learned why criminal behavior occurs, save in so far as we are 
strengthened in our belief that it is closely associated with economic 
and social underprivilege and inadequacy. 

Further study seems indicated, as the authors themselves point out— 
possibly study of the psychological factors and dislocations and needs 
of children who are under the necessity of expressing their desires 
and resentments in criminal enterprise. Meanwhile Carr-Saunders 
brings us up to date with an important summary, amply and ably 
documented statistically, of all the socio-economic factors that we know 
contribute to juvenile delinquency. This doubtless will be a spur to 
further exploration and research. 

AuFrep A. Gross. 


Committee for the Study of Sex Variants, New York City. 


Boys In MEN’s SHOES; A WorLD oF WORKING CHILDREN. By Harry 
E. Burroughs, with an Introduction by Sheldon Glueck. New 
York: The Maemillan Company, 1944. 362 p. 

More than forty years in the heart of struggling boyhood are tele- 
scoped in the three hundred and some pages of this fascinating 
account of Harry E. Burroughs’ crusade on behalf of the working 
boys of Boston. His own struggle against almost insuperable odds, 
which instilled in Mr. Burroughs a determination to provide for those 
who followed in his footsteps a ‘‘taste of sweetness for the bitterness 
that was theirs’’—and his—culminated in the establishment of the 
Burroughs Newsboys Foundation. 

With his own money, earned during a successful career as an 
attorney, Mr. Burroughs set up a place in which newsboys and other 
boys and young men who worked could find respite from toil, 
inspiration for self-advancement, outlets for creativity, and assurance 
of love and support. After he had had several years of going it alone, 
other prominent citizens recognized the need for what Mr. Burroughs 
was doing and the overwhelming financial burden that he was carry- 
ing unaided. The ability to do a job, and to produce results, won 
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for Mr. Burroughs support of money and friendship that has made 
it possible to build a foundation for the futures of many who worked 
without hope before friendly hands came to the rescue. A modern 
building, full of the latest equipment and recreational facilities, 
leadership, and the constant encouragement of prominent national 
and international figures are the result of this brave endeavor by 
a man with a mission. 

In many ways, from the mental-hygiene point of view, this is a 
frustrating book. While the author’s work conforms to most of the 
traditional standards of a ‘‘successful’’ youth program—thousands 
of names on the registry, hundreds active daily, endorsement from 
prominent citizens, ‘‘unselfish’’ dedication to a recognized cause, 
deliberate attack on a notorious problem, and a testimony on the 
part of the director that he knows, ‘‘because I was one of them 
myself’’—at the same time the author infers that he is entirely ‘‘at 
home’’ with all the latest ‘‘developments’”’ in the field of mental health 
and education. There is considerable use of the language of modern 
educational psychology, but the evidence of a miscarriage of sincere 
intentions is quite clear. 


Mr. Burroughs’ sincerity cannot be doubted, but neither can the 


anomalies in his work be disregarded. Mr. Burroughs checks with 
dispatch a suggestion of intelligence on the part of a worker in 
diagnosing a boy’s difficulty, and approves action based on prejudice 
(p. 106) ; he applauds intimidation as an instrument of control (p. 
113); regular procedure is designed to stamp out expression of 
‘carefree, boisterous, high spirits’’ (p. 43); dependence and sub- 
servience is encouraged (pp. 12-24); participation and interaction 
are discouraged by awards and policing (pp. 73, 307); attacking 
symptoms is praised, while attention to causes is ignored (p. 38) ; 
initiative and spontaneity are studiously eliminated by imposition of 
a ‘‘form of government’’ and adult-inspired law-enforcement ; activi- 
ties are geared to making boys ‘‘good,’’ which seems to mean that 
which makes Mr. Burroughs comfortable—no gum chewing, no smok- 
ing, no comic books, no knives, no cards, no firecrackers, no stink 
bombs, and gratitude for all the favors bestowed. 

Another important point along this line is that throughout the 
book there is no indication that the staff members ever have real 
opportunities to share in the formulation of policy or the develop- 
ment of philosophy. Mr. Burroughs has the first and last word in 
every verbatim record, and only workers who agree ‘‘wholeheartedly’’ 
with Mr. Burroughs receive recognition or commendation. In brief, 
this is paternalism. It is significant that, when there was an impend- 
ing stampede on the part of the boys, and Mr. Burroughs had made 
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futile attempts to avoid it, other staff members shouted: ‘‘Mr. Bur- 
roughs says STOP! Mr. Burroughs says STOP!”’ 

There is a touch of poetry in much of the writing in the book. 
While thousands of boys can be thankful that the author suffered 
so severely from the separation from his ‘‘saintly’’ mother and from 
the rigorous, cruel introduction to the world of ‘‘aloneness,’’ specula- 
tion as to the emergence of a true poet if things had happened differ- 
ently is prompted by unabashed references to ‘‘setting a boy in a 
garden of flowers’’ and the many beautiful word pictures contained 
in the chapter entitled My Credo. 

Perhaps if Mr. Burroughs had experienced the real thrill of crea- 
tivity through being able to give more complete poetic expression to 
his urges, he would better appreciate the meaning of mental health 
and the kind of treatment that produces it. Then there might be 
more consistency between his theory and his practice, and less frustra- 
tion for some of his readers. 





CHARLES McCormick. 
Jewish Board of Guardians, New York City. 





CAMPING FOR CRIPPLED CHILDREN. Edited by Harry H. Howett. 
Elyria, Ohio: The National Society for Crippled Children and 
Adults, 1945. 120 p. 


This book answers the request of a conference of camp directors 
for advice on procedure in establishing and conducting camps for 
crippled children. Arising from actual experience in setting up and 
directing camps, it is an invaluable manual for an agency that con- 
siders developing a camp for crippled children. It discusses all 
the various phases of administration, from the composition of the 
managing or advisory group to detailed lists of equipment for kitchen 
and infirmary. Many of these administrative matters need special 
consideration when the camping children are crippled—for example, 
choice of site; construction of buildings; provision for special treat- 
ments or diets; planning of activities, trips, and handicrafts to take 
account of physical abilities and disabilities; pre-camp conferences 
between director and counselors; liability insurance; record-keeping. 
Planning with the aid of this book would avoid many pitfalls and 
set up a camp well-knit from the administrative standpoint, with 
adequate provision for the varied physical needs of individual 
children. 

It is in the discussion of interpersonal relationships between camper 
and camper, camper and counselor, camp and parent, that the book 
might well be expanded and made more explicit, if it is to describe 
fully ‘‘Camping for Crippled Children.”’ 
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In his statement of aims and objectives for such camping, the 
editor notes the deprivations that crippled children may have suf- 
fered in social relationships, in opportunities to try new things and 
feel the satisfaction of achievement. Abnormal personality traits 
that may appear more often in them than in normal children he 
feels can be helped through camping experiences and through indi- 
vidual attention from specialized personnel. Writers of other chap- 
ters imply agreement with this and mention group participation in 
programs, counselor conversations with campers, encouragement of 
handicraft and camping skills, as steps in this direction. In contrast, 
however, with the detailed advice as to management of a camp, the 
book does not explicitly describe methods of using group participa- 
tion in camping activities to meet the variety of individual person- 
ality needs, does not show in what way counselors’ intimate, everyday 
contacts may help the child. Pre-season training in child psychology 
is recommended for counselors, and it is to be hoped that this includes 
something more dynamic than the ‘‘laws of learning’’ mentioned. 
Fostering of personality growth requires as imaginative and thorough 
planning as does fostering of physical development. 

The suggested list of handicraft materials could be expanded to 
include provision for musical and nature-study activities mentioned 
later in the book and, in addition, may other artistic activities within 
the power of crippled children. 

The discussion of relationships between camp and parent itemizes 
what the camp requires of parents. It might be expanded to describe 
specific methods of interpreting the camp program to parents and 
of utilizing and increasing the parents’ understanding of the child 
through events of the camp experience. 

Meticulous records of the children’s physical condition are recom- 
mended. There might be added notations by counselors of the 
specific attitudes, behavior, and adjustments of each child. These 
would make the staff conferences at camp more meaningful to young 
counselors, and the director’s final reports to referring agencies more 
valuable aids in continuing an adjustment made at camp. 

The whole realm of interpersonal relationships in camp situations 
is under active study at present, and those who camp with crippled 
children will have much to contribute in observations and techniques. 

Ruta M. Hvussparp. 

Consultation Bureau of Detroit. 


Patients Have Faminies. By Henry B. Richardson, M.D., F.A.C.P. 
New York: The Commonwealth Fund, 1945. 408 p. 

This is a report of a codperative investigation of a group of patients 

whose symptoms were precipitated and prolonged by family malad- 
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justments. It is, in addition, a critique of the methods of caring for 
patients in a large medical center and of medical education. Many of 
the examples are derived from the author’s personal experiences in 
medical education. Dr. Richardson is successful in demonstrating the 
need for studying the patient’s family as well as the patient. In this 
respect, the book is a noteworthy step forward in broadening the field 
of modern medicine to include psychiatric, psychological, sociological, 
and anthropological principles in the study and treatment of patients. 

The weakness of the book lies in the fact that it is a preliminary 
report and essentially descriptive in nature. The author has presented 
his material in such a fashion that it is not possible to discover how 
long the patients or their families were treated or how many members 
of each family were seen. The author states that there were two aims 
in this research—the first, to study the family unit and its implica- 
tions for treatment; the second, to discover the best methods for 
codperative treatment. He attained the first objective, but has been 
only partially successful in achieving the second. 

As described, the methods employed in the study are the conven- 
tional ones used in most of the leading psychiatric out-patient clinics. 
The contributions that may have been suggested by the psychoanalyst, 
the anthropologist, and the sociologist are not evident in the text. 

Dr. Richardson’s achievement in securing the active codperation of 
the various specialized divisions of the medical center in treating the 
family is a noteworthy one. The fact, however, that he has achieved 
only a preliminary report after years of work illustrates the enormous 
difficulties of introducing the principles of psychiatry, psychology, 
and mental hygiene—not to mention sociology and anthropology— 
into a busy out-patient clinic. 

Now that Dr. Richardson has laid the groundwork for the codpera- 
tive study of families, one may look forward to reports of further 
developments. It is hoped that an attempt will be made to present 
case material more precisely and to evaluate critically the results of 
various methods of study and treatment. Epwin F. Gupea. 


Department of Neuropsychiatry, 
Washington University School of Medicine, 
St. Louis, Missourt. 


THe Marcu or Mepicine. Edited by the Committee on Lectures to 
the Laity of the New York Academy of Medicine. New York: 
Columbia University Press, 1943. 151 p. 


This book is the eighth series of ‘‘ Lectures to the Laity’’ published 
by the New York Academy of Medicine. It is one of the most stimu- 
lating books that Lave come my way. Each of the lecturers is a 
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specialist in his own field, and each, though dealing with his special’ 
brings out the broader implications of the knowledge gained in 
its significance as applied to the problems of human welfare. 

In the first lecture, CFime and Punishment, Dr. Bernard G luek, 
who has made an intensive study of prisoners, shows us that the 
so-called criminal is for the most part made by society. He found 
that 59 per cent of a group of 608 unselected prisoners exhibited some 
form of nervous or mental disorder, and might have well been placed 
in a medical institution. Failure on the part of administrators of the 
law to recognize and study such individuals as these leads to defeat 
in trying to reform them; law is made to fit the criminal act rather 
than the criminal. 

Dr. Glueck finds that prison guards are generally lacking in any 
special training, and are concerned with making good prisoners rather 
than good citizens. He concludes that we must, in the first place, have 
a thorough knowledge of the individual, and then we must apply 
this knowledge in our handling of the criminal. The test of efficiency 
in the modern penal system is the turning out of decent citizens. 

In his lecture entitled, The Scientific Method and Our Plans for 
Peace, Sir Norman Angell drives home some plain truths. He speaks 
of the many plans that have been brought forward for insuring peace, 
and of the lack of any agreement among them on fundamental prin- 
ciples. The final decision rests with the voter, but unfortunately the 
voter, preoccupied with the business of making a-living, brings only 
a spare-time mind to the task. This same voter, however, if shown the 
scientific method, will readily accept it and put it to work. Pasteur 
had great difficulty in convincing even the learned Academy of Medi- 
eine of the validity of his ideas; but once the ordinary man was con- 
vineed, great advances took place in sanitation. If, then, we propound 
something in the way of a peace plan that is readily workable, the 
average voter will accept it and put it into effect as he did Pasteur’s 
principles. 

Sir Norman then goes on to say that Hitler succeeded in destroying 
twenty states in Europe because each state said in substance: ‘‘ We 
will defend ourselves—no one else.’’ The supreme fact that must 
guide us in the future framing of international policy is this: ‘‘the 
indispensable condition of security is that those who desire it shall act 
to resist aggression, collectively (not individually), on the principle 
that an attack on one is an attack on all. If we do not defend the 
right of life to others, then eventually we will be unable to defend 
ourselves.’’ 


- 49 


At the conclusion of the last war, Sir Norman continues, the 
running sore of reparations was the greatest factor in bringing about 
the monetary disintegration that followed. Had Britain and France 
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lone in 1920 what they did in 1932 at Lausanne, the run-away infla- 
Yon in Germany might have been avoided and there might have been 
14 Hitler. 

Dr. Edgar Erskine Hume’s lecture on war and medicine is a com- 
prhensive survey of the relationship between the two. He points out 
that medicine has gained something from war, and cites a long list 
of military surgeons who have made magnificent contributions to 
medicine—William Harvey, Paré, Thomas Wills, Thomas Sydenham, 
John Hunter, Rush, and many others. He recounts at some length 
the great advances made, in preventive medicine especially, as a result 
of the work of army medical men. Army medical men have very great 
opportunity for experimentation, and in addition to that, they have 
complete control of the community under their care. Incidentally, he 
points out that the largest medical library in the world is an army 
library and that America’s largest medical museum belongs to the 
army. 

Discussing aggression, individual and collective, Dr. Franz Alex- 
ander challenges the time-honored syllogism that since aggressiveness 
is a fundamental instinct of every animal, including man, and since 
war is a manifestation of aggressiveness, therefore, war is inevitable. 
Aggression, he shows, can be expressed in many peaceful ways. An 
individual in the process of growing up is confronted with many 
frustrations, which give rise to aggressive, destructive impulses. These 
he has to repress. Accumulated hostility is the main source of human 
aggression. 


In every individual, there is a certain amount of conflict between 
the dependent spirit, on the one hand, and the aggressive, competitive 
impulse to self-expression on the other. Totalitarian states favor the 
dependent attitude. This satisfies the dependent side of human nature, 
but eventually stimulates rebellion. Rebellion in totalitarian states is 
impossible; therefore, the lust for power and devastation is directed 
against other states. Democracy, on the other hand, gives ample oppor- 
tunity for the self-expressive tendencies, which provide little in the 
way of economic security. This creates a longing for security and 
‘*belonging.’’ 

Dr. Alexander is of the opinion that we must work out a system 
that will provide security, and our aggressive tendencies may then be 
turned to healthy creative acts. We must organize all men into a 
peaceful federation ; then the social conscience can be broadened and 
strengthened by educational measures. The League of Nations failed, 
in his opinion, because it did not have a heavily armed international 
police force. He feels that in its initial stages the League cannot 
depend only on theories of justice or the equal rights of man. It must 
begin as an enlightened and benevolent tyranny and evolve through 
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monarchy to democracy. World peace must be based both on justice 
and on armed force; later it will depend on an enlightened social 
conscience which knows no barriers, economic, linguistic, or racial. 


The lecture by Dr. Myrtle B. McGraw is entitled Let Babies Be 
Our Teachers. For many years, Dr. McGraw watched the early 
incoérdinated movements of the baby. She noted that during the 
period of subcortical control, the upper and lower limbs did not move 
smoothly together to produce crawling. When the cortical control 
took place, however, the baby’s movements were codrdinated. Human- 
ity to-day, she thinks, is incodrdinated like the baby’s early move- 
ments, so that the component parts are not working for the good of 
the whole. She shows that we may very well draw from the study 
of biology suggestions and theories about the way in which to mold 
the behavior of individuals and groups. Those who are molding the 
lives of individuals, or who are concerned with the affairs of man, 
would do well to look to the fundamentals of biology for guidance. 
One of the outstanding properties of growth is struggle and conflict, 
but eventually the sovereign good of the whole is recognized and all 
parts codperate toward that end. The idea that we must fight over 
geographical boundaries is, developmentally speaking, a primitive 
idea, and is in conflict with our budding consciousness of the relation- 
ship between the individual and the group, and between the nation 
and the world. It follows that, once we have grasped this fact, new 
patterns of behavior will emerge and new social systems will arise. 

The last lecture, Nature and Man, is contributed by Dr. Robert 
Williams, who gives a warning that we should heed ere it is too late. 
We have, he says, tacitly assumed that man is now emancipated from 
the laws of nature. In the matter of human affairs, we do everything 
haphazardly, without consulting biological history, where is to be 
found every lesson that man requires for his happiness and well-being. 
Our international troubles are products of irresponsible governments, 
not of rival peoples. The governments irresponsibly make war, yet we 
wish to trust more and more to governments, not only externally, but 
also internally. In an age when we trust more and more to the teach- 
ings of science in agriculture, in medicine, in technology, and so on, 
we insist upon disregarding natural science in social, economic, and 
political affairs. We try to meet every expedient by simply making 
new artificial laws which, as often as not, produce greater mischief 
than the evil we seek to eradicate. 

Nature’s laws have existed since creation’s dawn. We cannot 
ignore them and escape destruction. 


F. H. C. Bauen. 


The Homewood Sanitarium, Guelph, Ontario, Canada. 
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FrEupD’s CONTRIBUTION TO Psycuiatry. By A. A. Brill, M.D. New 
York: W. W. Norton and Company, 1944. 244 p. 


Here we find Dr. Brill’s Salmon Lectures of 1943 in book form. 
In the preface the author states: 





‘*This book represents the fruit of more than four decades of close 
application to psychiatry and thirty-seven years of active participation 
in the psychoanalytic movement. It is, broadly speaking, my psychiatric 
autobiography. . . . This work should not, however, be considered a 
compendium of everything that Freud has produced—it +s .ather a 
résumé of my own experiences in relation to what I consid atest 
epoch of psychopathology.’’ 


For the reviewer, the book’s greatest merit is the degree to which 
it retains an intimate personal character as a human . ment from 
beginning to end. Freud’s contribution to psychie 1s Clearly 
stated. Neither Freud nor psychiatry is neglected or ; ned into the 
background ; on the contrary, they are constantly in the. foreground. 

Usually in the past Dr. Brill has limited his participation to trans- 
lating Freud’s writings for the English reader and to being the advo- 
eate and defender as a disciple of Freud. In this book we get a new 
glimpse of Dr. Brill the psychiatrist, as he gives us a first-hand 
view of the influence of Freud and his writings upon Dr. Brill as 
he practiced his specialty with his psychiatric patients. As the book 
unfolds, we see his view of his patients broaden and deepen as his 
understanding of a succession of syndromes and mechanisms becomes 
more discerning, until the stilted poverty of the earlier years of 
psychiatry becomes replaced by an organized body of systematically 
observed facts and useful theories. 

Although Freud is quoted freely throughout the book, these quo- 
tations take on special meanings because of the contexts in which they 
are placed. It is as if Dr. Brill intended to show the points at which 
he had found them useful. On the whole the book deals somewhat 
more with the psychoses than with the neuroses. It is a book to be 
enjoyed by all serious students of psychiatry and psychoanalysis. 
Both are enriched by its existence. 


E. VAN Norman Emery. 
Washington University, St. Louis, Missouri. 


MopvErRN Psycuiatry. By William S. Sadler, M.D. St. Louis: C. V. 
Mosby Company, 1945. 896 p. 


In this volume the author presents his views on ‘‘personology’”’ 
for the benefit of general practitioners of medicine as well as for 
specialists. The author hopes that the volume will serve as a ready 
and compact reference book for diagnosis and immediate treatment. 
The volume is divided into several parts: Introduction, Psycho- 
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somatic Medicine; Part I, Personality Problems; Part II, Psycho- 
neuroses; Part III, Psychoses; Part IV, General Psychotherapeutics. 
Various schools of psychology and psychiatry are reviewed in an 
appendix. This is a personal volume, the author calling on all 
varieties of psychiatric thought for contributory material, both in 
diagnosis and in treatment, in an eclectic fashion. Brief case records 
or anecdotes from case records illustrate the points at issue. 

In the effort to make of the volume a reference book, various 


chapters ar¢ peed to a number of subheadings which stand out 
in bold re 1 the unhappy result of chopping the material up 
into tidbits. ie of the annoying things is the insertion here and 
there of long nymbered lists of things to remember (meant to be 
both diagr~ itly and therapeutically helpful), lists of symptoms, 


differential a*!“hostie lists (when fine differential diagnosis is of 
no great imporiance), diagnostic schemes, ete., ete. These lists are 
annoying to the expert, and to the general practitioner might carry 
the hazard of suggesting that familiarity with the material of these 
lists constitutes acquaintance with the actual material. 

There are a number of statements in the text that would certainly 
demand more proof than the author proposes for them. For example, 
*‘In all forms of neuroticism we find ourselves dealing with what 
I have called the ‘neurotic triad’—emotional conflict, sympathetic 
hyperirritability, and ductless gland disturbaneces.’’ In his classi- 
fication of personality disturbances, functional nervous disorders, 
and mental diseases, on page 207, he lists deficient personalities, per- 
verted personalities, criminal personalities, stupid personalities, iso- 
lated personalities, highly emotional personalities, and finally well 
balanced personalities. 

It is hard to see what is accomplished by devoting an entire 
chapter to a listing of the various forms of phobias, with emphasis 
on their Greek names. This is just the sort of thing that could 
lead in the uninitiated to a feeling of knowing something about the 
trouble just because the name is known. 

On page 327 there is a listing of fifty ‘‘pet peeves’’ from a group 
of recent psychiatric histories and personality surveys. Here, again, 
space is wasted because no effort is made to discuss what is behind 
all these pet peeves. 

In a discussion of homosexuality, the author minimizes the harm 
that comes to a youth through the efforts of an older homosexual 
at seduction, leaning on the assumption that if the boy is thoroughly 
normal he will resist such attempted seduction, and if he should 
be seduced, even several times, this will soon cease, if he is thoroughly 
‘‘normal.’’ This ciretlar argument will offer little relief in advance 
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to parents and teachers who are concerned over the homosexual 
seduction of the young people in their charge. 

In discussion of hypnosis, the author states, ‘‘Hypnosis neces- 
sitates the surrender of the mind and will in a peculiar way to the 
influence of another personality; I regard these procedures as in 
the highest degree subversive of individual strength and stamina of 
character.’’ This certainly is not the case, as any practitioner of 
hypnosis who uses it in the most advanced method, as an adjunct 
only of general personality understanding, can attest. It is no more 
subversive than is a prescription for phenobarbital. In either case, 
whether or not the treatment proves subversive of the best interests 
of the patient is entirely a matter of the understanding of the case 
and the application of technique. 

On page 647, in a discussion of ‘‘psychotherapeutic proprieties,’’ 
we find the statement, ‘‘The time has come to utter both protest 
and warning against this tendency to overdirect psychiatry into 
sordid sexual channels,’’ referring to the alleged tendency of the 
Freudian school to view everything in a sexual light. While there 
may be merit to this warning, it would have been happier without 
the addition of the word ‘‘sordid.’’ 

In spite of these criticisms of items taken at random as one thumbs 
through the book, there is a great deal of valuable practical material 
pertinent to a common-sense handling of the problems of general 
psychiatric practice. Considerable attention is given to the shock 
therapies, and there is something rather new in modern psychiatric 
texts—a chapter dealing with philosophy and religion. The latter 
again rests on a practical basis and obviously is concerned with the 
fact that many patients use their religion for psychic relief. There 
is little effort, however, to understand religion from the psycho- 
logical angle, and perhaps the author’s attitude toward religion 
may be summed up as he does it on page 772 in discussing religion 
as an asset under Item 11, ‘‘Salvation’’: ‘‘Religion serves still 
another purpose that is altogether superpsychiatric . . . it provides 
an ideal and higher purpose in human living . . . and dares to 
promise eternal salvation from those handicaps of time and habili- 
ments of space which are otherwise inescapable.’’ 

There is an annoying habit evident throughout the book of using 
quotations without any indication as to their origin. I note in myself 
a tendency to clothe such an anonymous statement with a feeling 
of added authority if I meet it but rarely. If I meet it as often 
as I do in this book, my resistance rises. 

The appendix, with its review of various schools of psychiatry, 
is rather useful for those who wish to get a quick over-all view of 
the various isms in modern psychiatry. 
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This is a big book with a great deal of material in it—considerable 
useful material and considerable material that, to this reviewer, might 
better have been left out completely or markedly reduced in volume. 
The very size of the book would seem to thwart its purpose of 
serving as an easy reference text. Furthermore, an easy reference 
text is a goal more fictitious than real, and more harmful than 
good even if it could be attained. The experts won’t need it, and 
the uninitiated are apt to derive a greater sense of familiarity and 
understanding of the material than is warranted—something devoutly 
to be avoided if possible. 

There is no easy road to the understanding of ‘‘ personology.’’ 

WENDELL MUNCIE. 

Baltimore, Maryland. 


MENTAL DisorDERS IN LATER Lire. Edited by Oscar J. Kaplan, M.D. 
Stanford University: Stanford University Press, 1945. 426 p. 


The number of older people in our population has been increasing 
steadily for several decades. Patients in the later-life age period 
now constitute more than a fourth of all first admissions to mental 
hospitals. These patients—together with the much larger number of 
older people with difficulties in personality adjustment who are living 
outside of hospitals—constitute a mental-hygiene problem of great 
importance. 

This book is a timely symposium on these problems and a valuable 
addition to the increasing geriatric literature. It is made up of 
seventeen articles dealing with general and particular aspects of 
mental disorders in older people. Each of the contributors has con- 
ducted special studies and is well qualified to present authoritative 
information from the fields of psychology, psychiatry, neuropathology, 
internal medicine, sociology, or statistics. 

Following an introduction, an article on statistics points out the 
great increase in the number of patients hospitalized for senile 
and arteriosclerotic psychoses and gives interesting facts about the 
incidence of other types of later-life mental illness. A discussion 
of physiological changes stresses the importance of the reduction 
of homeostatic capacities and includes suggestions for further research 
on these problems. Psychological changes are considered from vari- 
ous aspects of mental functioning and personality integration. Socio- 
logical aspects are presented with emphasis on the operation of 
cultural factors and on the disturbances in the customary channels 
of communication and routinized ways of living that occur in later 
life. The discussion of the relation of mental health in old age 
to nutrition calls attention to the importance of the metabolic dis- 
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turbances that arise from dietary deficiencies and relates these to 
the socio-economic problems that many older people experience. 

Seven articles are devoted to the various psychiatric reaction types 
as they occur in older people. The neuroses, as well as the involu- 
tional reactions and the acute and chronic organic psychoses, are 
covered in detail from the standpoints of clinical features, diagnosis, 
and treatment. The results of studies on the psychological effects 
of aging upon the intellectually retarded, and of a study of the 
problems of adjustment presented by older, long-hospitalized patients, 
are the subjects of separate articles. 

Psychosomatic problems are presented in a manner that demon- 
strates the close relationship between psychopathology and later-life 
physiological changes in organ systems. 

Psychotherapy is discussed from the point of view that treatment 
measures should be based on a concrete knowledge of the psycho- 
pathological syndromes dealt with in the general as well as the 
psychiatric hospital. Codperation between the general practitioner 
of medicine and the psychiatric specialist is emphasized. 

The article entitled Mental Hygiene in Later Maturity, will be 
of particular interest to readers of this journal. Although general 
in its scope, many details of the difficulties older people experience in 
life adjustment are clearly set forth and practical suggestions are 
given for their management. 

The coneluding article, on orientation, indicates the relationship 
the problem of mental disorders in later life has to the general field 
of gerontology. The need for correlated research by workers in 
various fields of experimental medicine is emphasized. 

At the end of each article is a useful bibliography of pertinent 
literature. An adequate subject index at the end of the book includes 
a listing of the authors referred to in the text. As is frequently 
the case with a symposium volume, there is some overlapping and 
repetition of material. 

This book should be of real value not only to specialists in psy- 
chiatry and neurology, but also to internists, general practitioners 
of medicine, social workers, and all others who are concerned with 
mental-hygiene problems in older people. 


Epwin J. Dory. 


Cornell University Medical College, 
New York City. 
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THe Woman Asks THE Doctor. By Emil Novak, M.D., F.A.C.S. 
Second Edition. Baltimore: The Williams and Wilkins Com- 
pany, 1944. 130 p. 


This little book treats of material that ought to be understood by 
every woman—namely, What are the physical and chemical attributes 
or components of femaleness from conception to senescence, and the 
anatomy and physiology of female sexual organs, including endocrine 
glands? The author’s aim, as stated in the preface, is to reach the 
average woman, and primarily those without benefit of college. 

The title leads one to hope for a discussion of material considerably 
different from that Dr. Novak has seen fit to include. No one will 
challenge the desirability of discussing the normal or the abnormal 
menstrual period, or cancer of the reproductive organs and breasts, 
but there are many subjects that are more commonly problems to the 
average woman than these. The author, however, foresees and fore- 
stalls criticism through a single sentence in the preface: ‘‘It would 
be rather disappointing to me if . . . my medical confréres were 
to go to any trouble to point out omissions of one sort or another.’’ 

The final chapter, A Little About the Sex-Life of Woman, requires 
only 7 pages, and these are primarily concerned with the control of 
conception. The author labels himself ‘‘a rather old-fashioned fellow 
who believes the sex life of each married couple is a very individual 
problem,’’ and thus absolves himself from the necessity of discussing 
or even mentioning any of the emotional aspects of sexual behavior, 
since each person must discuss her problem with her own doctor. And 
thus we are left exactly where we started. 

In presenting problems of menstruation, Dr. Novak comments that 
the woman may have no local disease, but may require the building up 
of her nervous system. One wonders at this point whether it is a 
neurologist, a dietitian, or a physical-culture expert who should be 
consulted. Dr. Novak speaks of ‘‘hereditary tendencies’’ to insanity 
at the menopause, and he has strong faith in the efficacy of reassur- 
ance by the physician to the woman fearful of losing her mind at this 
time of life. If this is not sufficient, she may require a simple nerve 
sedative. All of which would indicate little credence in current 
psychiatric concepts. 

From a psychiatrist’s point of view, the book is a distinct dis- 
appointment—perhaps chiefly because the title is misleading. One 
feels, somehow, gypped. 

CamitLA M. ANDERSON. 
Washington, D. C. 





NOTES AND COMMENTS 
Compiled by 
JUSTIN G. REESE 


Field Representative, Division of State Mental Hygiene 
Organization, The National Committee for 
Mental Hygiene 


TWENTY-THIRD ANNUAL MEETING OF THE AMERICAN 
ORTHOPSYCHIATRIC ASSOCIATION 


Over two thousand people attended the Twenty-third Annual 
Meeting of the American Orthopsychiatric Association, which was 
held at the Hotel New Yorker, New York City, on February 14, 
15, and 16. The program, in which there were over one hundred 
participants, included general sessions and round-table discussions, 
a luncheon meeting, and a dinner. Among the subjects discussed 
were ‘‘Service Problems,’’ ‘‘Counseling,’’ ‘‘Treatment of Delin- 
quents,’’ ‘‘Socio-Psychiatriec Problems,’’ ‘‘Group Psychotherapy,’’ 
‘*Psychoses and Schizophrenia in Childhood,’’ ‘‘Industrial and Per- 
sonnel Problems,’’ ‘‘Psychological Considerations,’’ ‘‘Clinical and 
General Problems,’’ and ‘‘Childhood Emotional Problems.’’ Harold 
D. Lasswell, of the Library of Congress, Washington, was the speaker 
at the dinner, taking as his topic ‘‘Relationships Between Ortho- 
psychiatry, Education, and International Understanding.”’ 

The 1947 meeting of the association will be held in Cincinnati, 
Ohio, February 17, 18, and 19. 


Tuimp ANNUAL CONFERENCE OF THE AMERICAN GROUP 
THERAPY ASSOCIATION 


The Third Annual Conference of the American Group Therapy 
Association was held on January 4 and 5, at the Commodore Hotel, 
New York City. The general topic of the conference was ‘‘ Clinical 
Applications of Group Psychotherapy.”’ 

Beatta Rank, Co-Director of the Children’s Center, Boston, Massa- 
chusetts, presented a paper on group psychotherapy with pre-school 
children. S. R. Slavson, president of the association, read two papers, 
one on group treatment of character disorders and the other on 
psychopathic personalities. In this latter paper, Cownterindications 
of Group Therapy for Patients with Psychopathic Personalities, Mr. 
Slavson sought to show that patients with psychopathic personalities 
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are unsuitable for treatment by free-association groups. The psycho- 
path exploits the group for his own narcissistic needs and destroys 
its basic therapeutic atmosphere. Mr. Slavson recommended group 
treatment of such patients in institutions where the pressure is great 
enough to produce anxiety, thereby forcing them to submit to the 
threat of the institutional set-up. 

In his discussion on character disorders, he indicated that activity 
group therapy, particularly, is of great value to patients with such 
disorders. Drawing upon the writings of Freud, Reich, and others, 
he sought to show that character is a product of experience in rela- 
tionships, and that, therefore, character malformations can be cor- 
rected through a new set of controlled experiences such as are 
provided in a therapy group. 

Dr. James Sonnett Greene, Director of the National Hospital for 
Speech Disorders in New York City, described the treatment of 
speech disorders, demonstrating through his paper and recordings 
reproduced at the conference that group treatment for stutterers is, 
in the majority of cases, more effective than individual treatment. 
He pointed out that stuttering, being a social neurosis, requires the 
breaking down of the narcissistic barriers built up by the patient, 
which can best be done by groups in low pressure. 

Dr. Kenneth I. Wollan, of the Connecticut Junior Republic, Litch- 
field, Connecticut, read a paper dealing with group treatment of 
adolescents with social maladjustments; and papers on the treatment 
through groups of neurotics, psychotics, and delinquents were pre- 
sented, respectively, by Drs. Nathan W. Ackerman, Fritz Redl, and 
J. W. Klapman. Dr. Ackerman described in detail the treatment 
of a group of veterans and rejectees at the Red Cross in New York 
City with severe neurotic and other personality problems. He sum- 
marized a number of group interviews, which gave a clear picture 
of the therapeutic process. He has found that even neurotic adults 
can gain greatly from carefully conducted therapeutic sessions in 
a group. He has found also that while psychoanalysis and group 
psychotherapy have a great many elements in common, there are 
considerable divergences as well. He described psychoanalysis as 
a treatment that precedes from ‘‘inside out,’’ while group psycho- 
therapy takes place from ‘‘outside in’’ as well as ‘‘inside out.’’ Dr. 
Klapman described his work in Chicago with psychotic adults, basing 
his paper upon different types of leader as developed spontaneously 
in a ward of a mental hospital, while Dr. Redl described his work 
with delinquents in Detroit. 

Among the discussants were Dr. I. Peter Glauber, of the New 
York University College of Medicine; Dr. J. W. W. van Ophuijsen, 
of the Lenox Hill Hospital; and Dr. Temple Burling, Medical 
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Director of the Providence Child Guidance Clinic, Providence, R. I. 
Chairmen were Dr. Lawson G. Lowrey and Dr. Grace McLean 
Abbate, of the Bureau of Child Guidance in New York City. 

The program included also three round tables, the first being 
devoted to the presentation of a case study in relationship therapy 
by Henrietta T. Glatzer, of the New Rochelle Child Guidance Center, 
and Dr. Geraldine Pederson-Krag, of the same organization. Helen 
EK. Durkin, Ph.D., acted as chairman. The second round table was led 
by Betty Gabriel, Dr. Hyman Spotnitz, and Dr. Miriam Siegel, of 
the Jewish Board of Guardians. This session dealt with a case in 
interview group therapy. 

The third round table was given over to military and post-military 
aspects of group psychotherapy, participants being Lieutenant Col- 
onel Norman Q. Brill, Neuropsychiatry Division, Office of the 
Surgeon General, Washington, D. C.; Lieutenant Commander Robert 
A. Cohen, U. 8S. Naval Reserve, Washington, D. C.; Samuel Had- 
den, M.D., Presbyterian Hospital, Philadelphia, Pa.; Lieutenant 
Manuel Pearson, U. S. Naval Convalescent Annex, Swarthmore, Pa.; 
and Harris B. Peck, M.C., U. S. Public Health Service, Lewisburg, 
Pa. Lieutenant Commander Howard P. Rome, of the Bureau of 
Medicine and Surgery, Navy Department, Washington, D. C., acted 
as chairman. 





WELFARE FEDERATION OF CLEVELAND Houps INSTITUTE 


Almost 1,500 persons attended February 19th’s Health and Wel- 
fare Institute of the Welfare Federation of Cleveland, Ohio, four 
sessions of which were given over to mental health. A panel dis- 
cussion, under the chairmanship of Dr. D. R. Sharpe, President 
of the Ohio Mental Hygiene Association, was devoted to ‘‘What Our 
Legislators Say,’’ with Senators Frank E. Whittemore (majority 
leader), Carl M. Sheppard, Margaret Mahoney, and James 
Metzenbaum speaking. 

Speaking at other sessions were Dr. Frank F. Tallman, Commis- 
sioner of Mental Hygiene; Honorable Frazier Reams, State Director 
of Public Welfare; Major Douglas D. Bond, Director of the Divi- 
sion of Psychiatry of University Hospitals; Lt. Col. Osear B. Markey; 
Dr. E. H. Crawfis; Dr. Edward J. Humphreys; Dr. Frank J. O’Brien; 
Dr. Henry G. Schumacher; and Dr. Bertha Luckey. 


AKRON INSTITUTE TO FEATURE MENTAL-HYGIENE PROGRAM 
FoR OHIO 


One thousand persons are expected to attend the April 25th Insti- 
tute of the Council of Social Agencies of Summit County (Akron), 
Ohio, the feature session being on ‘‘Mental Hygiene—A Broad Pro- 












Se itil ONLY Ral hatter aR 


NOTES AND COMMENTS 329 


gram for Ohio and Akron.’’ Speakers for the mental-health session 
will be Probate Judge Dean F. May, Chairman, Akron Mental 
Hygiene Committee; Dr. D. R. Sharpe; Dr. Henry C. Schumacher; 
and Honorable Frazier Reams. Senator Frank F. Whittemore will 
preside. 


TRAINING IN PsYCHOSOMATIC MEDICINE FOR THE MEDICAL RESIDENT 


Dr. Edward Weiss, professor of clinical medicine at the Temple 
University School of Medicine, Philadelphia, and Director of the 
Fund for Psychosomatic Medicine, The National Committee for 
Mental Hygiene, sends us the following item: 


‘*A great many physicians, especially those returning from military 
service, have expressed a desire for more training in psychosomatic 
medicine, but wish to remain identified with internal medicine. Corre- 
spondence with the American Board of Internal Medicine and the 
Council on Medical Education and Hospitals of the American Medical 
Association has established that training in psychosomatic medicine will 
be accepted as a part of the training for certification in internal 
medicine. 

‘*Excerpts from the letters of Dr. Werrell, Assistant Secretary- 
Treasurer of the American Board of Internal Medicine, and Dr. 
Arestad, Assistant Secretary of the Council on Medical Education and 
Hospitals of the American Medical Association, follow. 

‘«July 3, 1945, Dr. Werrell writes: ‘The Board will recognize a 
limited amount of training in psychosomatic medicine incorporated with 
the regular residency in internal medicine in approved hospitals, pro- 
vided this subject is recognized and approved by the Council on Medical 
Education and Hospitals.’ 

‘“December 27, 1945, Dr. Arestad writes: ‘The inclusion of this 
subject in the residency program in medicine is, I am sure, an effective 
means of broadening the resident’s experience in this related field which 
oceupies a large part of general medical practice.’ 

‘“We believe that such training will be a fundamental step in the 
development of psychosomatic medicine by producing a group who would 
be capable of codéperation in teaching and research between the fields of 
medicine and psychiatry. It is hoped that approved hospitals, especially 
those connected with medical schools, will avail themselves of this 
opportunity to provide psychosomatic training for their medical 
residents. ’’ 


Psycutatric SCREENING PROGRAM FOR PATROLMEN AND FIREMEN 


More than 1,700 applicants for the positions of patrolman and 
fireman in the city of Cleveland were given the Cornell selectee 
index test on March 7 as the first phase of a psychiatric screening 
program inaugurated by the Civil Service Commission of Cleveland 
on the recommendation of the Cleveland Mental Hygiene Associa- 
tion, as a result of a study prepared by Dr. I. V. Shannon, executive 
director. 
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A special committee of the Cleveland Psychological Association, 
composed of Dr. Calvin C. Hall, President, Dr. Clare W. Graves, 
and Dr. Dwight W. Miles, assisted in the administration of the 
screening test and the evaluation of the results. Candidates whose 
test results make it advisable will be given individual psychiatric 
examinations during April as a part of the regular medical exami- 
nation. The psychiatric interviews will be conducted by a number 
of Cleveland psychiatrists who have volunteered their time for this 
purpose as a public service. These include Drs. Edward O. Harper, 
John M. Flumerfelt, Theodore P. Suratt, and Daniel W. Badal of 
the staff of the Psychiatric Clinic, University Hospitals; Dr. Guy 
W. Williams, Jr., of the Cleveland Clinic; and Dr. Morris M. Kessler. 


FELLOWSHIP IN PSYCHOSOMATICS OFFERED BY CORNELL UNIVERSITY 


Cornell University’s project in internal medicine at the New York 
Hospital, designed to deal clinically and experimentally with psycho- 
somatics, has been accepting applications for fellowships for a one- 
year period, with the expectation that they will be continued for 
two years or more. The salary will be $2,500 for the first year. 
Candidates for fellowship should have had at least two years of 
internal medicine and have given evidence of a psychiatric orienta- 


tion. Prospective candidates should arrange for a personal inter- 
view through Dr. David P. Barr, New York Hospital, 525 East 
Sixty-Eighth Street, New York City. 


INSTITUTE OF PASTORAL CARE 


Emphasis on psychosomaties is being fostered by the Institute of 
Pastoral Care, affiliated with Massachusetts General Hospital, to 
students in theology and parish clergy who are training to be hospital 
chaplains. | 

Furnishing both summer and mid-year courses, seminars, ward 
work, case study, and experience in counseling, the Institute of 
Pastoral Care is organized without creedal bias on a nonsectarian 
basis, and is guided by a board of governors made up of physicians, 
clergymen, educators, and interested laymen. Information may be 
secured from Rollin J. Fairbanks, Director, Institute of Pastoral 
Care, Massachusetts General Hospital, Boston 14. 


Hoover Paviuion OPENS IN CLEVELAND 


Hoover Pavilion in Cleveland has opened as the second of the 
chain of receiving hospitals contemplated by the Mental Hygiene 
Division of Ohio. The receiving hospital in Youngstown, opened 
prior to Cleveland’s Hoover Pavilion, has received such widespread 
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support and acclaim that it has stimulated the proposed development 
of others at Akron, Athens, Columbus, Toledo, Dayton, and 
Cincinnati. 


A NEUROPSYCHIATRIC INSTITUTE FOR CLEVELAND 


Feeling that adequate care could be given in a self-supporting 
teamwork arrangement, which would include psychologists and such 
facilities us electroencephalography, equipped to give ambulatory 
electrocoma, Cleveland psychiatrists have organized the Neuropsy- 
chiatric Institute of Cleveland. Dr. Joseph L. Fetterman is director 
of the institute and Dr. Maurice D. Friedman associate director. 


INSTITUTE PROPOSED FOR THE StTupy oF CRIME AND 
CRIMINAL BEHAVIOR 


A bill to create an institute for the study of crime and criminal 
behavior was introduced in the New York State Legislature by State 
Senator Thomas E. Desmond, father of the 1939 act that eliminated 
lunacy commissions. The bill proposed that such an institute be 
affiliated with Columbia University, or any other institution of higher 
learning in the state of New York, and should have both research 
and educational functions, in the meantime serving as a consultive 


agency for the courts and correctional institutions of the state. A 
board of directors would administer the institute, this board to consist 
of the Executive Director of the Osborne Association, the Executive 
Director of the National Probation Association, the Chairman of 
the Committee on Prisons of the American Psychiatrie Association, 
and three members to be chosen by the governor. Senator Desmond’s 
unique bill has received widespread professional endorsement. In 
the research needed in drawing up the bill, Senator Desmond was 
assisted by William Davidson. 


Awarps OFFERED FOR RESEARCH STUDIES IN EDUCATION 


Pi Lambda Theta, National Association for Women in Educa- 
tion, announces two awards of $500 each to be granted on or before 
August 15, 1946, for significant research studies in education. An 
unpublished study may be submitted on any aspect of the profes- 
sional problems and contributions of women, either in education 
or in some other field. Among others, studies of women’s status, 
professional training, responsibilities, and contributions to education 
and to society, both in this country and abroad, will be acceptable. 

No study granted an award shall become the property of Pi Lambda 
Theta, nor shall Pi Lambda Theta in any way restrict the subsequent 
publication of a study for which an award is granted, except that 
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Pi Lambda Theta shall have the privilege of inserting an intro- 
ductory statement in the printed form of any study for which an 
award is made. <A study may be submitted by any individual, 
whether or not engaged at present in educational work, or by any 
chapter or group of members of Pi Lambda Theta. 

Three copies of the final report of the completed research study 
shall be submitted to the Committee on Studies and Awards by 
July 1, 1946. Information concerning the awards and the form 
in which the final report shall be prepared will be furnished upon 
request. All inquiries should be addressed to the chairman of the 
Committee on Studies and Awards: Bess Goodykoontz, U. S. Office 
of Education, Washington, D. C. 

Last year three persons tied for the two awards and the committee 
recommended that the National Board of Pi Lambda Theta authorize 
three awards of $300 each. They were granted to: Miss M. Gladys 
Scott, for Survey of Vocational and Professional Plans and Interests 
of High School Girls and College Women; Josephine J. Williams, 
for Lay Attitudes Toward Women Physicians; and Mary Lichliter, 
for Social Obligations and Restrictions Placed upon Women Teachers. 


THE GENIE OF BELSEN 


In most communities one finds a mixture of ignorance and knowl- 
edge about mental hospitals. Happily, some are considerably enlight- 
ened. Many persons who live in states in which institutions are 
rather poor have been interviewed at different times, some of them 
at a considerable distance from home. On the whole they are likely 
to think that the institutions are about as good as can be afforded. 
Occasionally some hospital physician is spoken of with high regard. 
In general, it seems to be thought that the spoils system ought 
to apply to such institutions, provided patients are not actually 
abused. 

Many persons appear callous with regard to the mentally ill. They 
think of these patients as incurable, as wretches for whom little can 
be done except to lock them up and perhaps tie them down and 
give them three meals a day. The commitment laws in unprogressive 
states are such as to lead every generation of young people to believe 
that mentally ill persons are a menace to society, to be handled by 
law-enforcement officers and with a maximum of restriction. 

This view has been widely accepted, though it is not founded 
on fact. A large number of the mentally ill recover. There is prob- 
ably no place of any size in any state without citizens who have 
had a mental illness and emerged from it; indeed, one learns that 
former patients are now carrying important responsibilities with 
the respect of their fellow citizens. Certainly persons who can get 
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well should be made as comfortable as possible during their sickness 
and so treated that the duration of the illness may be no longer 
than necessary. 

But this does not tell the whole story. A very large number of 
former patients are quite able to get along in the community in spite 
of showing some traces of their illness. Medical honesty requires 
that such a person be listed at the hospital only as ‘‘much improved’’ 
rather than ‘‘recovered.’’ This is the case also with patients who 
have heart disease, or rheumatism, or tuberculosis, or many other 
kinds of illness; they may go out of the hospital in which they have 
been treated still bearing the relics of their disease, but they are 
restored to such an extent that they no longer need hospital treat- 
ment and perhaps need hardly any supervision. Before we knew 
so much about tuberculosis, there was reason for apprehension that 
any person who had been under treatment for it might be dangerous 
to those about him; now we can make clear diagnosis and better 
prediction. Some people are afraid of any one who has had a mental 
illness and who shows the slightest change in his point of view 
because of it. This verdict may be as unreasonable as that formerly 
held about tuberculosis, which is now mostly forgotten in our 
communities. 


News or MENTAL-HYGIENE SOCIETIES 


Alabama 


The March meeting of the Alabama Society for Mental Hygiene, 
held at the Art Gallery of the Birmingham Public Library, featured 
two addresses. Miss Carmelite Janvier, Director, Division of Special 
Services of the New Orleans Public Schools, discussed ‘‘ Mental 


? 


Hygiene in the Education of Children,’’ and a paper on ‘‘ Past and 
Future Goals of the Alabama Society for Mental Hygiene’’ was 
presented by Frank Kay, M.D., of Birmingham, Alabama. Mrs. 
Alvice M. Sharpe is Acting President of the Alabama Society. 


California 
The Board of Directors of the Mental Hygiene Society of Northern 
California has announced the appointment of Mr. Jack Spear as 
executive secretary of the society. Mr. Spear had formerly been 
associated with the Illinois Society for Mental Hygiene. 


Illinois 
The ‘‘Care of the Mentally Il] in Illinois’’ was the theme of the 
Thirty-seventh Annual Meeting of the Illinois Society for Mental 
Hygiene, held at the Knickerbocker Hotel, Chicago, on March 15, 
one hundred years after Dorothea Dix’s visit to Illinois. 
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Dr. Franz Alexander, Director of the Institute for Psychoanalysis 
and Clinical Professor of Psychiatry of the Medical School of the 
University of Illinois, delivered the principal address, Mental Hygiene 
in a World of Atomic Energy. 

Chairmen of the various seminars were: Medical Services, Dr. 
David B. Rotman, Director, Psychiatric Institute, Municipal Court 
of Chicago; Adjuvant Services, Dr. Disraeli Kobak, Attending 
Physical Therapist, Presbyterian Hospital; Administrative Organi- 
zation, Dr. Louis Wirth, Associate Dean, Division of Social Science, 
University of Chicago; Nursing Services, Mr. Alexander Ropchan, 
Secretary, Health Division, Council of Social Agencies of Chicago; 
Social Service, Frank D. Loomis, Executive Director, The Chicago 
Community Trust. Dr. Francis J. Gerty, spoke on ‘‘One Hundred 
Years of Psychiatry’’ at the Dorothea Dix Commemorative Luncheon, 
which was limited to conference speakers. 

Recently concluded was a series of five lectures on mental health. 
Dr. David Slight, Head of the Department of Psychiatry of the 
University of Chicago, was responsible for two, lecturing on ‘‘ Who Is 
Normal?’’ and ‘‘ Who Is Abnormal?’’ Dr. John Spiegel, staff 
psychiatrist of Michael Reese Hospital and a former air-force asso- 
ciate of Dr. Roy Grinker, spoke on the nature of psychiatric treat- 
ment. Mr. Louis DeBoer, Educational Secretary of the Illinois 
Society, was responsible for one address on prevention and the pre- 
ventive services available. Dr. Rudolph G. Novick, medical director 
of the society, concluded the series with a lecture on the institutions 
and agencies available for the treatment of the mentally ill. 

A recent interesting issue of the society’s Bulletin was given over 
to a discussion of housing and mental hygiene. LEditorially, the 
Bulletin said: 


‘<These articles [on housing] were solicited on the theory that minds 
do not thrive in vacuo; that mental health is not a state of being, 
but the description of a process of efficient interaction between a person 
and his environment, in which the individual and his environment are 
carried forward to their goals. . . . Young people are not encouraged 
to bring their friends home for fellowship, if all they have for a 
home is a bedroom and a kitchen. Inability to provide adequate homes 
for their children may be damaging to wholesome attitudes of parents 
toward their children.’’ 


Iowa 


The annual meeting for the election of officers and board of 
directors of the Iowa Society for Mental Hygiene will be held April 
17 at Des Moines. The principal address will be given by Major 
Henry B. Elkin, Director of the Veterans’ Administration Clinic 
at Des Moines. 
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Louisiana 


In an open letter to the membership, the Louisiana Society for 
Mental Health called the state hospitals for the mentally ill and 
the mentally deficient the center of the ‘‘most glaring mental-health 
needs.’’ Although stressing prevention as the key to mental-hygiene 
activities, the Broad Program for the Louisiana Society for Mental 
Health called for the construction of a third mental hospital and 
for additional appropriations for personnel. The society suggested 
that its members appeal directly to their state legislators. 


Maryland 

Ralph P. Truitt, Executive Secretary of the Mental Hygiene 
Society of Maryland, reports that the staff of the society, depleted 
during the war, has been almost replenished. Only two secretarial 
posts are now vacant. 

Since the organization of its clinic in 1928, over 11,000 patients 
have registered. In 1945, of the five hundred and three new patients 
who were examined and treated, 264 were adults and 239 children. 
The total number of patients served, old and new, was 1,029. At 
one time during the year 685 cases were open. The work with or 
about patients required 3,686 interviews and 348 reports were sent 
to referring sources. Eighty-seven patients were considered in initial 
staff conferences. Group therapy was undertaken for the first time 
with children. A consultation service was provided for the Ameri- 
ean Red Cross in work with a group of service men’s wives. A 
consultation service was available also to the ward patients and the 
personnel of the Hospital for Women, Union Memorial Hospital, 
Home for Incurables, Maryland General Hospital, and University 
Hospital. These patients were not included in the above statistics 
except as they were referred to the society’s clinic. Night clinics 
are under way for those who cannot attend the day-time clinics. 

The society’s efforts during the war years may be summarized 
as follows: The staff assisted with the education and training of 
medical students and nurses for the armed forces; a course was 
given to army enlisted personnel in psychological testing; three psy- 
chiatrists and one psychologist examined draftees for the Medical 
Advisory Board of the Selective Service System; assistance was 
given in the training of U.S.O. hostesses; the society codperated with 
the American Red Cross, the Veterans Administration, the War 
Manpower Commission, and the Rehabilitation Service in examining 
patients and otherwise assisting with services; clinic service was 
given to a number of ex-service men, rejectees, and their families; 
a war film was displayed; radio talks and lectures were given in 
relation to the war and the veteran; information and reports were 
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furnished to Selective Service and other federal departments regard- 
ing former patients entering or in the armed forces; and eight psy- 
chiatrists on the staff, or working in the out-patient service, and 
four members of the board of directors, served the country in the 
armed forces. 


Michigan 

The Michigan Society for Mental Hygiene and the Michigan Wel- 
fare League held a joint regional conference at Pontiac on March 
28 and 29, following last November’s successful three-day annual 
joint conference, at which 1,212 registrations were secured from 
100 different communities in Michigan. The society has printed 
15,000 copies of the brochure, How to Adopt a Child in Michigan. 
Those interested in obtaining information on this state’s new adoption 
law may obtain a copy of the brochure by writing to the Michigan 
Society for Mental Hygiene, 514 Francis Palms Building, Detroit. 


Minnesota 


Officers of the Minnesota Mental Hygiene Society elected at the 
last annual meeting are: Anne Starks, president; Dr. P. H. Heer- 
sema, vice president; Mildred Thomson, recording secretary; Dr. C. 
P. Oliver, treasurer. Margaret Clark Lefevre is executive secretary. 


Nebraska 


Interest in a new state society in Nebraska has been stimulated 
by representatives of the Omaha Community Welfare Council and 
the state organization for public-health nursing. Instrumental in 
these developments has been Miss Josephine J. Albrecht, head of the 
Health Committee of the Omaha Community Welfare Council. 


New York 

The New York State Committee on Mental Hygiene, Katharine 
G. Ecob, its executive secretary, reports, is assisting the Veterans 
Administration to provide out-patient treatment for veterans with 
neuropsychiatric disorders. Designed to take advantage of all trained 
personnel in the state, the program of the New York State Committee 
encompasses : 

1. Contracts between the Veterans Administration and existing 
mental-hygiene clinics. 

2. Contracts between the Veterans Administration and clinies 
assembled from personnel in the community not now acting as a 
clinic unit. 

3. Contracts between the Veterans Administration and traveling 
mental-hygiene clinics to service counties in which there is no trained 
personnel. 
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4. In those counties in which it is not possible to provide clinic 
service, appointment treatment by psychiatrists. 

The committee believes that educational work is needed to support 
this program. Local mental-hygiene groups are codperating by plan- 
ning courses for all who are advising veterans in any capacity. 
Emphasis in such courses is on emotional factors in counseling. 

Mrs. Ruth Henning Latimer has resigned her position as Assistant 
Executive Secretary of the New York State Committee on Mental 
Hygiene and is now Director of the Social Service Department of 
Longview State Hospital, Cincinnati, Ohio. 


Ohio 

Formal election of officers and adoption of constitution, by-laws, 
and methods of creating local branches by the Ohio Mental Hygiene 
Association took place March 6, which meeting had been preceded 
by several months of intensive preliminary work. 

Dr. D. R. Sharpe, former interim chairman, was elected president. 
Other officers elected were Joseph V. Fichter, State Master of the 
Ohio Grange and Chairman of the Grange’s National Committee 
on Mental Health, vice president; I. V. Shannon, Executive Director 
of the Cleveland Mental Hygiene Association, secretary ; and R. Lloyd 
Pobst, treasurer. 

Among those elected to the board of directors were C. M. Finfrock, 
Dean, School of Law, Western Reserve University; Bleecker Mar- 
quette, Executive Secretary, Public Health Federation of Cincinnati; 
Dr. Blanche Carrier, Executive Secretary, Miami County Mental 
Hygiene Association; H. W. Culbreth, Organization Director, Ohio 
Farm Bureau; Mrs. Stanley W. Emmitt, President, Ohio Congress 
of Parents and Teachers; H. H. Hughes, Director of The Old Home- 
stead of McArthur; Professor H. W. Nisonger, Acting Director, 
Bureau of Special and Adult Education, Ohio State University; A. A. 
Stambaugh, Vice President, Standard Oil Company of Ohio; Mrs. 
Earl Cumming, Cleveland Church Federation; J. Maynard Dicker- 
son, President, Ohio State Conference of N.A.A.C.P. Branches; Dr. 
Floyd Faust, Chairman, Franklin County Chapter (Columbus) of 
the Ohio Mental Hygiene Association ; Mrs. Curtis J. Harwick, Presi- 
dent, Akron Junior League; Dr. Charles E. Holzer, Holzer Hospital 
and Clinic; Rev. A. H. Haslem, Toledo; Orville C. Jones, Director, 
C.I.0. Community Relief Services. 

Dr. Henry C. Schumacher, Director of the Cleveland Guidance 
Center, is acting as medical director of the society. Professor A. R. 
Mangus, Ohio State University, noted rural sociologist and social 
psychologist, is director of extension education. 

Chapters of the Ohio Mental Hygiene Association are in process 
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of formation in various parts of the state. Plans are on for drives 
in all major cities, with organization work in the rural areas in 
coéperation with established farm organizations. Although stressing 
the rehabilitation of handicapped veterans and preventive work, the 
Ohio Mental Hygiene Association has been instrumental to a large 
extent in placing mental-health needs on the agenda for a forth- 
coming special session of the legislature. 

Spontaneous interest among rural groups in mental-health prob- 
lems and in its activities is overtaxing the resources of the Ohio 
Mental Hygiene Association. Because of the lower status of rural 
health and the pioneering work of Dr. A. R. Mangus, Ohio State 
University rural sociologist and Director of Extension Education 
of the Ohio Association, the State Grange, and the Ohio Farm 
Bureau, the expression ‘‘grass roots on fire’’ almost becomes a 
reality. 

A two-day conference on March 12 and 13 at Columbus, sponsored 
by the Ohio Rural Health Committee and attended by 150 rural 
leaders, featured mental health. Speaking on mental-health prob- 
lems at the conference were Professor A. R. Mangus and Dr. D. R. 
Sharpe. Dr. Harry Wain, Miami County Health Commissioner 
and chairman of the mental-hygiene association there, brought the 
public-health picture before the conference. Delegates to the con- 
ference passed resolutions in favor of the National Health Act, urged 
the governor to include mental-health needs in the forthcoming spe- 
cial session of the legislature, and resolved to return to their home 
counties and integrate mental-health activities in public health areas. 

A training course for several hundred lecturers of the Grange was 
held at Ohio State University during the week of March 18. Pro- 
fessor A. R. Mangus held a daily course on mental health, during 
which J. G. Reese, Field Representative of The National Committee 
for Mental Hygiene, provided orientation on the work both of the 
National Committee and of the Ohio Mental Hygiene Association. 


Oregon 


Dr. Thompson L. Shannon, President of the Oregon Mental 
Hygiene Society, was selected as Portland’s first junior citizen of 
the year by the Junior Chamber of Commerce. The thirty-five-year- 
old minister received this honor not on the basis of ‘‘membership 
or of national or business success,’’ but of direct ‘‘achievement, 
leadership, and service to Portland.’’ Dr. Shannon was instrumental 
in establishing clinical service for veterans and an educational pro- 
gram for the improvement of state institutions. He is on the 
educational advisory committee to the state liquor commission and 
has arranged for alcohol education in high schools, as well as con- 
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ducting lecture courses for teachers in this field. He is a fellow 
of the Yale School of Alcohol Studies. 


Texas 
The Texas Society for Mental Hygiene has been stressing intensive 
committee work and organization along country lines. In a com- 
prehensive memorandum recently distributed, the Texas Society pre- 
sented techniques for reaching broad occupational and social groups 
through direct contact, public education, and publicity. 


Virginia 

Harold Barton, Educational Director of The National Mental 
Health Program, gave the principal talk at the annual meeting of 
the Mental Hygiene Society of Virginia, held in February. Mr. 
Barton’s address, Arousing Popular Support for Improvement of 
Mental-Health Facilities, urged codperation between lay and pro- 
fessional groups in providing sound leadership for a constructive 
program of creating new facilities and improving existing ones. 


Washington 
The chief project of the Washington Society for Mental Hygiene, 
reports Executive Secretary George F. Ault, is the promotion of a 


program that will cover the state. By January 1, 1947, the society 
hopes to have at least three functioning units in King, Kitsap, and 
Clark counties, in addition to the already established Tacoma-Pierce 
group. 

At its board meeting on March 14, directors of the society heard 
Dr. Douglas W. Orr analyze the role of a mental-hygiene society in 
the community. 

Prominently displayed in the March-April issue of Mental Health 
To-day, bi-monthly publication of the Washington Society, was 
an open letter to Selznick International pictures, protesting its pro- 
duction, Spellbound. The author of this open letter, Dr. N. K. 
Rickles, urged the producers: ‘‘In the future, when dealing with 
human emotions, do not create convenient situations to produce a 
spectacular effect without careful analysis of the accuracy and the 
possible misinterpretation of the over-all pattern. There is sufficient 
confusion in the world to-day without adding to it.’’ 


Wisconsin 


The Wisconsin Society for Mental Health, formerly the Wisconsin 
Society for Mental Hygiene, reports a number of projects in process. 
Its mental-health and hospital program is being thoroughly reviewed 
by a joint interim committee on the study and revision of public- 
welfare laws. 
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Dr. Esther H. de Weerdt finds that her talks on rehabilitation 
are being widely and gratefully received. Instead of stressing the 
difficulties of veterans, Dr. de Weerdt has been taking the difficulties 
of those who have remained at home and indicating what might be 
contributed to stabilization during these post-war days. 


NEw PUvuBLICATIONS 


The Mental Hygiene Society of Monroe County (Rochester), New 
York has published, under the title The Veteran and His Family, 
a series of three papers—Family Responsibility to the Returning 
Veteran, by Dr. 8S. S. Feldman, New York Psychoanalytic Institute; 
The Return to Family Life and the Community, by Mrs. Elizabeth 
Barry, Psychiatric Supervisor, Home Service Division, American Red 
Cross; and Children in the Postwar Family, by Dr. Exie E. Welsch, 
Former Director, Rochester Guidance Center. Interested persons 
may obtain copies by writing Miss Marguerite H. Rowe, Secretary, 
277 Alexander Street, Room 304, Rochester (7), New York. 


The American Group Therapy Association, of 228 East 19th Street, 
New York City, has issued a bibliography on group therapy, includ- 
ing group psychotherapy in the armed services. The bibliography, 


which contains well over a hundred titles of articles and books, was 
compiled by 8. R. Slavson, President of the American Group Therapy 
Association, and Gertrude Myers. 


RECENT APPOINTMENTS 


Dr. Lawrence Kolb, has been appointed Deputy Medical Director 
of the California Department of Mental Hygiene. Dr. Kolb is 
former chief of the Mental Hygiene Division of the United States 
Public Health Service. 


Dr. Walter M. Pamphilon, former Assistant Director of the Willard 
State Hospital, has been appointed Assistant Commissioner of the 
New York State Department of Mental Hygiene. Dr. Pamphilon 
has been assigned to the inspection service of the department and 
besides assisting with the department’s post-war building program 
will be on duty in the New York City office. 


Dr. Robert P. Kemble, formerly associated with the Philadelphia 
and Worcester (Massachusetts) child-guidance clinies, has accepted 
a position as first Director of the Division of Mental Hygiene, West- 
chester County Department of Health. Dr. Kemble will have charge 
of organizing and directing the mental-hygiene clinics of the health 
department. The first of the new clinics are at Mount Vernon, 
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Yonkers, and White Plains, with other clinics to follow as soon as 
additional staff can be secured. 


Donald §. Carter, New York, has been appointed clinical psy- 
chologist for the state mental hospitals of North Carolina. This 
is the first time that a clinical psychologist has been named in the 
state’s mental program. 


Dr. Roger E. Heering, state health commissioner, has appointed 
an advisory committee to the Division of Child Hygiene of the 
Ohio State Department of Health, after consultation with the council 
of the state medical association. Members of the committee include 
Dr. James G. Kramer, Akron; Dr. Robert A. Lyon, Cincinnati; 
Dr. Loyal E. Leavenworth, Canton; Dr. Dana W. Cox, Columbus; 
Dr. John A. McNamara, Marion; and Dr. Herbert D. Chamberlain, 
McArthur. The committee will act in an advisory capacity to the 
division, of which Dr. Susan P. Souther, Columbus, is director, on 
matters of policy and procedure in the operation of the department’s 
maternal and child-hygiene programs. 
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